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ELBROMAL AN ETHICAL PRODUCT 
BCP BROMO VALERIAN CO. OF OUTSTANDING MERIT 


A combination of safe and dependable 


Sedatives and Hypnotics FORMULA 


Useful in the treatment of various types of 
Each fluid dram contains : 


neurosis and conditions associated with 


Ext. Valerian Liq. 
hyper-irritability of the nervous system 

Potass. Bromide 

* Chloral Hydrate 


BENGAL CHEMICAL 


CALCUTTA * BOMBAY * KANPUR 
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SULPHONAMIDE PROPHYLAXIS 


an alternative to tonsillectomy 


Recent trials in a well-known London hospital have clearly 
demonstrated that prophylaxis with a sulphonamide can deal 


effectively with the problem of recurrent infections of the upper 


respiratory tract in children. ‘ 


From observations of groups of children awaiting tonsillec- 


tomy, it is recorded that in those receiving a daily dose of 


‘Sulphamezathine’* there was a substantial reduction in the 


incidence of acute respiratory infections and a significant shorten- 


ing of school absence periods. 


‘Sulphamezathine’ prophylaxis is therefore considered worthy 


of trial in such cases as an alternative to tonsillectomy, and can be 


expected to reduce the number requiring operation. 


NOTE: 


Of all the sulpha drugs, ‘Sulphamezathine’ fs 


particularly suitable for prophylactic dosing, 


Its toxicity is low, it is well tolerated and gives 


rise to no rena! complications. 


* Tablets (0.5 Gm.) and a flavoured oral suspen- 


sion (0.5 Gm. per drachm) particularly suitable 
for children, are availabie. 


Ref. Brit. Med. J., 538-541. March 10, 1956. Full details on request. © 


IMPERIAL CHEMICAL INDUSTRIES (INDIA) PRIVATE LTD. 
Calcutta Bombay Madras New Delhi 


Sole Distributors in India for 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD., MANCHESTER 
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When the patient is *‘ run down,"’ the doctor 
may diagnose anemia and prescribe PERI- 
HEMIN. If he does, look for a marked improve- 
ment in the patient's general health. 


This Lederle hematinic contains every known 
hemopoietic factor, including Purified Intrinsic 
Factor Concentrate. 


PERIHEMIN provides complete anemia therapy in 3 
form convenient for the patient. 

Each capsule contains: 
Folic Acid 0.85 mg., Vitamin B)2 10.00 megm.. Vitamin C 
50.00 mg., Irom 192.00 mg., Powdered Stomach 200.00 
mg.. Liver Fraction 50.00 mg., Purified Intrinsic Factor 
Concentrate 0.5 mg. 


PERIHEMIN 


lron, C, Folic Acid, Stomoch, twver Froction, 
Purified Intrinsic Factor Concentrate, Lederle 


Recommended dose: 
| capsule 3 times daily. 


PACKAGE: 
Bottles of 25's. 


Lederle Laboratories (India) Private Limited, P.O.B. 1994, Bombay t 
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PROTECTION. 


7 


Bismozyme forms a protective coating 
on the walls of the stomach and intestines 


and thereby saves those organs from 


irritation caused by food and gastric 
secretion. It arrests muscle spasm, regulates 
gastric flow, heals up ulcer and helps digestion. 


Protects Digestive tract 


EASTERN DRUG CO. LID. 
CALCUTTA-27. 


82-J-126. 
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VITAMIN SUPPLEMENTS 


For Children, Mothers and Convalescents 


Madras Government Shark Liver Oil Preparations Adamin (concentrate) and Shark Liver Oil 
in their natural form ensure a better Vitamin intake as the fat-soluble Vitamins A & D are not 
always fully absorbed. The low cost of these preparations is another advantage. 


ADAMIN (concentrate) is harmless even to infant digestions as it contains only just sufficient 
oil to serve as a vehicle for the Vitamins. Only a few drops are required per dose. 


Sold in: 


Liquid 

4 oz. 2 oz. 40 cc and 14 cc. 
Bottles standardised to: 
Vit. A. 12,000 I. U. 

Vit. D. 1,000 Il. U./Gm. 


Capsules 

Bottles of 100, 50 and 

25 capsules standardised to: 
6,000 |. U. of Vit. A and 
1,000 I. U. of Vit. D per capsule 


*SEA GOLD—blended Shark Liver Oil: The full complement of Vitamins A & D is ensured in 
this preparation at a very low cost. The fish oil is blended with refined Vegetable Oils making it a 


valuable fat food to the poorer classes, 


Soid In 4 gin, | gin, tins and in | Ib, bottles standardised to : 


Vitamin A. 1,500 I, U. 
Vitamin D. 100 |. U. per"gramme 


GOVERNMENT OIL FACTORY, KOZHIKODE 


A Division of the Department of Industries and Commerce, Govt. of Madras 


| 

| 

“ 


iv. J. 1. M. A. Advertiser Vol. 27, No. 8 


The 


ZEISS 
COLPOSCOPE 


VEB Carl Zeiss JENA 


discloses Ca. colli uteri 
in its early stages 
For particulars please apply to: 


Sole Agents in India : 
GORDHANDAS DESAI & CO. 
PHEROZSHAH MEHTA ROAD, 
BOMBAY 
Branches at: CALCUTTA and MADRAS. 


The famous Iron Pillar of Chandravarman 

near Dethi is truly "iron with a difference’’. 

Although it has been exposed to sun and 

rain for over 1500 years, it is free from 

rust! One possible explanation for this 

= phenomenon is the purity of the vom, 
. which ts given as 99.97%. 


that ‘Nufertabs’ provides most and stimulate the production 
effective absorption of iron with remarkable of fully-h globinised erythrocytes. 
freedom from gastro-intestinal disturbance. “Nufertabs’ is described as “...the least toxic 
Further, maximum utilization of absorbed of all the iron preparations” (Medical Press 
iron is achieved by the action of important 1954 [Feb. 3], p.112) and it is very 
trace elements, cobalt, copper acceptable to all patients, especially 
and manganese. These promote the to children and expectant mothers. 
Containing ferrous sulphate 
exsiccated, ascorbic acid, 
acetomenaphthone, cobalt 


sulphate, copper sulphate, 
and manganese sulphate 


Boitles of 50 and 1000 tablets 
DOSAGE: BRITISH — (INDIA) PRIVATE LTD 

CHILDREN: 1 tablet 2 of 3 times a day P.O. Box 1341, 
ADULTS: 2 tablets 3 times a day Branches at: Calcutta - Delhi - Madras. 


@ 


: | Clinical trials have shown formation of haemoglobin 
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For the improved treatment of: 


Acne 
Inner ear deafness 
Ozena 

Premenstrual tension 
Sterility in the male 


Arovit ROCHE 


Trade Mark 


Pure Vitamin A 


ampoules, drops, sugar-coated 
tablets 


Literature available 
on request from 

Voltas Limited, P. O. 
Box 900, Bombay |. 


Average oral dosage 
for adults: 


10-15 drops or 
2 sugar-coated tablets 
twice a day after meals 


F. Hoffmann-La Roche 
& Co. Ltd., 
Basle/Switzerland 


Sole Distributors: 
Voltas Limited 

Bombay, Calcutta, Madras, 
Cochin, New Delhi, Kanpur. 
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NEP 8 OF 


SHORTER CONVALESCENCE 


Casilan-B,. 


Whole Protein Food with Vitamin 
(26 groms of protein and 140 micrograms vitamin Bi2 per oz.) 


GLAXO LABORATORIES (INDIA) PRIVATE LTD. BOMBAY. CALCUTTA. MADRAS. NEW DELHI 


U-66 


Tohaste” recover! from is surely one ; 
Casilan supplies alt the essential amino acids: and 
Bi2 28° che apperit® and pring® about 
3 particularly ysetul in councerins che reac” GG 
Casilan-B\? is pure milk protein with added 
: rexture it plends perfect! an alenos® any dish. 
can be give" mixed with milk oF souP- 
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A New Combination 


With Betaine Dihydrogen Citrate—The latest Lipotropic Agent for 
Infantile Liver, infective Hepatitis and other’. Liver disorders 


SYRUP METHIONINE WITH CHOLINE 


FORTE 


“ALBERT DAVID’ 


COMPOSITION : 


Each fluid ounce contains : 


Acetyl Methionine w. 4400 mgm. 
Choline Dihydrogen Citrate .... 2500 mgm. 
Betaine Dihydrogen Citrate .... 1500 mgm. 
Folic Acid one 5 mgm. 
Vitamin Bi2 20 seg. 
Inositol 50 mgm. 


in non-sugar base and aromatics. 


ADVANTAGES : 


Acetyl Methionine permits higher concentration of Methionine. 
Choline Dihydrogen Citrate is another lipotropic agent, Folic 
Acid and Vitamin Bi2 are essential for the synthesis of Choline and 
Methionine. Vitamin Bi. helps growth In cases of Infantile Liver. 


In bottles of 2 oz. and 4 oz. 


Literature on request. 
ALBERT DAVID LIMITED, 15, Chittaranjan Avenue, Calcutta-13. 


Bombay « Madras Delhi « Nagpur Vijsyavada « Srinagar Gauhatl 
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OOKES VITAMIN 


NATURAL-POTENT-STABLE 


THE CROOKES LABORATORIES LIMITED + CARNAC ROAD + BOMBAY 2 Q 
(Incorporated in England—The Liability of Members is limited) 
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where PAIN is a symptom... 


Therapy of the underlying causal condition 
is no doubt the prime consideration. How- 
ever, when treatment of the basic disease 
does not or cannot afford prompt relief, 
‘ANACIN’ will often alleviate the distress 
of pain and impart a sense of well-being. 
ANACIN’ is a non-toxic and clinically 
dependable preparation, specially 
formulated to provide a prolonged 
period of analgesia with a single dose 
of 1 or 2 tablets. 

Composition 
Quinine 1/4 gr. Aspirin 3 gr. 
Phenacetin 3 gr. Caffeine1/4 gr 


of 32 tablets and 
ANALGESIC TABLETS 


MUSCLE. PAIN 


NEURALGIA 
NEURITIS 


of 2 tablets each. 


Manufactured and Distributed by: 
GEOFFREY MANNERS & COMPANY PRIVATE LIMITED, BOMBAY 
Trademark Proprietors: 
WHITEHALL PHARMACAL COMPANY, NEW YORK, U.S.A. 
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ALPROCIN 
Whi biotic Procaine penicillin fortified with 


containing the equivalent of 400,000 
units of penicillin. Also available 
in 5 dose vial containing 2,000,000 
anits of penicillin 


| DIPROCIN 


A combination of two penicillins 
(procaine penicillin & penicillin G 
sodium) with dihydrostreptomycin 
sulphate. 


CRYSTALLINE PE 


$00,000 and \ 
SS 


BISTREPEN 2 
A combination of two penicillins 
and two streptomycin :- procaine fer complete 
penicillin & penicillin G Sodium, on Alembic Antibiotics 
dihydrostreptomycin sulphate, & 
streptomycin sulphate. 


COSFRECIN 


A combination of dihydrost 
tomycin sulphate & streptomycin 
sulphate, in equal proportion. 


ALEMBIC CHEMICAL WORKS 
CO. LTD., BARODA-3. 


MP-54-5 


FOR PARENTERAL USE 
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im gastric and duodenal ulcer, 
hyperacidity, gastritis, spasms of 


the gastro-intestinal, biliary 


and renal tracts 


Antren yi 
antigastralgic 

inhibits motility 

checks acidity 

relieves pain 


CIBA PHARMA PRIVATE LIMITED, P. O. BOX NO. 1123, BOMBAY. 


2 

* Regd. Trade Mark ' 
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Time at a glance! 


Here is something new...an ultra-modern watch—the SaNpow 
Superquick. Curved, to fit on the side of your wrist, it tells time 

ata glance. No need to turn your wrist to read the time .. . just glance 
down a second. The Sandow Superquick is available from 

Favre-Leuba in an attractive style of dial. It has a 15-jewel movement 
and an Ail Stainless Steel Case. 


FAVRE-LEUBA 


AND COMPANY PRIVATE LIMITED 
Bombay, P. O. Box 845 . P. ©. Box 474, Calcutta ©. 23 (b) 


Made from full-cream fresh milk and the nutritive 
for expectant and extracts. of wheat flour and malted barley, Horlicks 


forms an excellent addition to the diet of expectant 


nursing mothers and nursing mothers. 

If it is taken regularly during pregnancy Horlicks helps 
to prevent and relieve morning sickness. It is the 
opinion of many doctors and nurses that Horlicks 
ensures a regular supply of breast milk. Many mothers 
who have previously failed to breast feed their babies 
have been able to do so after taking Horlicks regularly. 


HORLICKS 


Prescribed with confidence 
for over seventy years 


> 
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Clearing the Channel 


: An action firm but gentle, prompt but lesting —thot is the requirement when 
: clearing nasal congestion. ‘Vasylox’, a new vasoconstrictor, meets this need. 
*Vasylox’ restores free breathing without causing central stimulation, sleepless- 
ness, or interference with ciliary motility. Neither irritating nor stinging, 
i it may be used for patients of any age, even for infants. ‘Vasylox’, which 
f contains 0.25 per cent of methoxamine hydrochloride, is issued in !/2 oz. 
. bottles with separate dropper. 


FOR NASAL CONGESTION 


4 ae SOLUTION OF METHOXAMINE HYDROCHLORIDE 


BURROUGHS WELLCOME & CO. (INDIA) PRIVATE LTD. P. 0. 80x 290, BOMBAY.8 
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IN DYSPEPSIAS \ 


PROTEOLYSIS AND AMYLOLYSIS 
CAN BE ACTIVATED 
WITH 


ELIXIR 


COMPOUND OF 
PROTEOLYTIC AND AMYLOLYTIC ENZYMES 
EXTRACTS OF BOLDO AND CURCUMA 


Particulars from: Bottles of 10 ozs. 


RAPTAKOS, BRETT & co., LToO., WORLI, BOMBAY 


SALAMIDE 


( Salicylamide, Vitamins B, and C ) 
For acute rheumatism, gout, arthritis, fibrositis, 
lumbago, torticollis, pleurodynia, panniculitis, 
neuralgia and neuritis 


ADVANTAGES @ Salicylate therapy with minimum toxicity. 
@ Powerful analgesia. 
@ Rapid effects. 
@ Maximum Cardiac safety. 


PACK : Bottles of 20, 100, 500 and 1000 tablets @ Detailed literature on request. 


SMITH STANISTREET & CO.,LTD. 


CALCUTTA BOMBAY - CUTTACK - KANPUR . PATNA - GAUIIAT! - NAGPUR 
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WHEN GLYCERIN IS INDICATED 


—askfor PYRAMID BRAND 


PYRAMID Brand Glycerin’ PYRAMID Brand is now 
conforms strictly to also available in the handy, 
B. P. Standards. And every 1 lb bottle fitted with a 
bottle, tin or drum comes to _ tamper-proof roll-on seal. 

you hygienically sealed, straight 

from the factory. 


3 — PYRAMID 
be A BRAND 
=GLYCERIN 


Available in | lb bottles; 7 Ib tins. 
So 28 Ib, 56 Ib, 1 ewt, S cwt and 10 drums 


MANUFACTURED BY LEVER BROTHERS (INDIA) PRIVATE LTD., P. O. BOX 409, BOMBAY. } 
PYG.4A-X20 


EXSHAW BRANDY 
No. | * 


John Exshaw & Co. are the principal 
shippers to India of medicinal, 


peg and liqueur brandies. 


Distributed by 
SHAW WALLACE 
& COMPANY LIMITED 


| 
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Manufactured by 


CHEMISCHEFABRIK 
TEMPELHOF VAMOUS FOR OVER 


Preuss & Temmler a 
BERLIN - TEMPELHOF ly FTY- FIVE YEA RS 
(GERMANY ) i Regulate and Restore 
phe, Functions 


\ OF, THE UTERUS 


Tussamag 


The medically approved remedy 
against all diseases of the respiratory tract, 
free from narcotics. 


for the economical treatment of coughs of 
all kinds in 
Acute chronic and asthmatic bronchitis, 

e@ Asoka (Saraca Indica), 


Broncho-Pneumonia, 
Concomitant bronchitis in tuberculosis sufferers, + Lodhra (Symplocas Racemosa), 
Congestive bronchitis in cardiopathic patients, @ Bala (Sida ‘Cordifolia), 
Pharyngitis, Laryngitis, 
Brochiectasis, whooping cough and (Aeacia Categhu), 
Bronchial Asthma etc. yetc. 

Sole Importers & Distributors for India Packings : 12 ozs. & 6 ozs. 


PANNALAL BROS. 
KESARI KUTEERAM PRIVATE LTD. 


44/45 EZRA STREET 
CALCUTTA<1. ROYAPETTAH, MADRAS:14. 
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quick 
efficient 
X-RAY 
service 
K-5 
Newton 


\ & 


THE PATIENTS HOME 
THE CLINIC 
THE CONSULTING ROOM 
THE HOSPITAL 


Will let you have further particulars or a 
quotation without obligation. Write today to: 


ASSOCIATED ELECTRICAL 
INDUSTRIES (INDIA) PRIVATE LTD. 


Heod Office : 

CROWN HOUSE, 6 MISSION ROW, CALCUTTA 
Branches at: 

NEW DELHI MADRAS 

COIMBATORE NAGPUR 
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MINOLAD 


(ORAL) 


Ideal for Children 


An orange flavoured vitamin A and D tonic 
with Choline, Methionine and Minerals. 


WT. 9685 


Effective Prophylaxis” 
in AMOEBIASIS 
and MALARIA 


The ravages of amoebiasis and malaria can be checked with 
ARALIS—a new combination of bismuth glycolylarsanilate, an 
intestinal amoebicide, with chloroquine diphosphate—a systemic 
amoebicide with powerful antimalarial action. 

Prophylaxis of Amoebiasis and Malaria 

Two to four tablets to be taken on the same day each week. 

Treatment of Acute or Chronic Amoebiasis 

Two tablets to be taken 3 times a day for 7 days. 


*Berberian D.A., Dennis E.W. et al, J.A.M.A., 148, 700 (1952). Hoekenga, M.T., 
Jour. Lab. and Clin, Med., 39, 267 (1952). 


In bottles of 25, 50 
and 1000 tablets. 


Trade Mark 


© DEY’s MEDICAL STORES LIMITED 
§ CALCUTTA, BOMBAY, DELHI! and MADRAS 


WINTHROP PRODUCTS LIMITED, Neville House, Kingston-on-Thames, Nr. London 
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Yj 
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We A Product of: TEDDINGTON CHEMICAL FACTORY PRIVATE LTD.,Bombay. 
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A GOOD TONIC IS 
NEEDED AT ANY AGE 


... when physical reserves are depleted by 
anxiety, overwork, illness, poor appetite, 
or pregnancy. 


Wampole’s Phospho-Lecithin restores 
vigor and acts as a body builder because it 
supplies substances essential for the 
growth and repair of bone, nerves. 
muscles and other tissues. It also provides 
a mildly stimulating effect that helps 
restore nerve tone and improve 

mental and emotional outlook. 


Wampole’s Phospho-Lecithin is a 
readily assimilated, highly palatable 
tonic that does not interfere 

with digestion. 


Made in Canada by: 
HENRY*K*WAMPOLE & CO. LIMITED 
Manufacturing Pharmacists * Perth, Ontario, Canada 
Selling Agents: 

Muller & Phipps (Asia) Ltd. 

One Park Avenue, New York, U.S.A 


WAMPOLE'S 


PHOSPHO- 
LECITHIN 
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“1 gri— This is a case for 


ELEDON, Nurse” 


| 


i 


A wholly reliable buttermilk diet in powder 
form of stable composition and constant degree 
of acidity, ELEDON is not only an excellent 
specific for adults susceptible to intestinal 
disorders, but is highly successful in the 
treatment of infants and young children suffer- 
ing from Diarrhoea ... Dysentery ... Pylorospasm | 
... and, especially Steatorrhoea and Malnutrition. 


Please write for literature te: NESTLE’S PRODUCTS (INDIA) LTD. 
P.O. Box 396 Calcutta. P.O. Box 315 Bombay 
P.O. Box 180 Madras 
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THE OWLY CHOICE IF YOU WANT THE BEST 


gh 


1OAK/63 
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THE WALTON IV. 


DENTAL 
ANAESTHESIA/ANALGESIA 
APPARATUS 


Service without fuss is the big advantage of 
the Walton IV. Beautifully made, this 
apparatus combines in the simplest form all 
the requirements for administering nitrous 
oxide and oxygen in dental anaesthesia. 


The mechanism ensures accurate gas mixing 
and control and follows the principle of 
two-stage pressure reduction, with inter- 
connected suction-operated diaphragms in 
the second stage. Gas flow may be inter- 
mittent; that is to say flowing in response 
to the patient’s inspiratory effort only; or 
it may be continuous under variable pres- 
sure, as desired. 


Basically, the apparatus is for use with 
nitrous oxide and oxygen, but for mixtures 
of nitrous oxide and atmospheric air, an 
inspiratory valve is available as an extra. 
This attachment is plugged into the gas 
outlet and can be brought into use when 
required. 


THE INDIAN OXYGEN > 


& ACETYLENE C 


PRIVATE 
e> LTD. 
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CURIX 
X-RAY FILM 


RAPID FILM 
DENTUS 


— 
N 


| SCOPIX FILM 


Rapid Speed 

Specially hardened for tropical temperatures. 

Yellow fog-resistant to developer-even if exhausted 
developing solution is used. 

The remarkable contrast and sharp definition render 
images of exceptional clarity and highest diagnostic 
value. 

Specially made for dental radiography. 
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THE INDIAN NEWBORN t 


N. C. SEN, M.B., D.G.O., F.R.C.S.E., F.LC.S., 


Sanctoria Hospital, Disergarh, Burdwan, West Bengal. 


Towards the end of the last century and 
beginning of the present, an important advance in 
obstetrics was made by the use of the foetal head 
in the measure of foetopelvic proportion. This 
new idea revolutionised the treatment of con- 
tracted pelvis. The foetal head has been used as 
an yard-stick of measure and Barbour’s famous 
aphorism ‘‘Foetal head is the best pelvimeter’’ 
came into being. This is useful not only in clini- 
cal assessment of foetopelvic proportion but also 
in its radiological assessment. Nicholson (1939) 
stated that the area of the presenting part must 
not exceed 75 per cent to 80 per cent of the brim 
area and the areas at different levels of the pelvis 
below it. Moulding of the head causes certain 
changes in dimensions which are unpredictable and 
these changes disappear soon after birth and by 
the fourth day, the infant’s head assumes the size 
and shape of the foetus in utero just before con- 
finement (Moir, 1948). 

Birthweight as well as weight of the foetus 
in utero are important in many respects. It has 
been found that the capacity to survive in a pre- 
mature infant depends on the weight at birth. 
Similarly, birthweight has been found to influence 
subsequent development of the infant. Knowledge 
of the foetal weight in utero is clinically im- 
portant in prevention of prematurity which is a 
major factor of neonatal death, in estimation of 
the time when interruption of pregnancy is con- 
sidered on occasions like conservative management 
of placenta praevia, treatment of toxaemia of preg- 
nancy and diabetes, repeat caesarean section, and 
in a borderline pelvis, where premature termination 


of pregnancy is practised. In all these conditions 
it will be unwise to induce labour to get an under- 
weight baby. 

Birthweight is also important from another 
standpoint. It is an index of social and econo- 
mic status of the mother. Hence, it is an im- 
portant characteristic valuable from the statistical 
and genetical point of view. Penrose (1954) has 
stated that this factor depends mainly on environ- 
mental influences (70 per cent) and partly (30 
per cent) on genetical or hereditary influences. 
Birthweight greatly depends on the nutritional 
status of the mother (Baird, 1945a, 1945b and 1953 ; 
Anselmino, 1954 ; Halbrecht,1954). 


The works of Ince (1939) proved that there is 
high correlation between birthweight and head 
dimensions like biparietal and  occipitofrontal 
diameters. In my previous work published in 
1953, I found a high correlation between the 
birthweight and biparietal diameter but the work 
was limited within those two characteristics. The 
variation of observed values from expected values 
calculated from regression equation was much in 
the works of Ince (loc. cit.) to be of value in 
deciding the time for premature induction of 
labour in a borderline pelvis. 


Estimation of the size of the foetal head and 
weight in utero is of great value in obstetrics. 
It is ridiculous to say that radiological pelvimetry 
has attained almost perfection when the foetal size 
remains unknown. Clinical methods of assessment 
of foetopelvic proportion are useful but have 
certain limitations. For example, in a transversely 


+ Extract of the paper was read at the VIII All-India Congress of Obstetricians & Gynaecologists, Bombay, 1955. 
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flattened pelvis as pointed out by Kerr and Moir 
(1947) and also in a breech presentation leaving 
aside the oblique and transverse presentations, 
radiological cephalometry is open to criticism. 
The reasons are mainly difficulties in technique. 
But these difficulties are not insurmountable as 
Donaldson and Cheney (1948) proved in a recent 
work. At least in all techniques although exact 
measurement cannot always be made, it is usually 
possible to state a measurement below which the 
shortest diameter of the skull must lie. 


Estimation of birthweight of the foetus in 
utero is quite a different matter. Although 
Donaldson and Cheney (loc. cit.) proved the 
accuracy of x-ray foetal cephalometry to be equal 
to that of pelvimetry, in the same study they 
have shown that differences in musculatures, 
skeletal and fatty developments, reduce the accu- 
racy of their birthweight predictions to only 36 
per cent within 8 ounces. Of the external methods 
of measurements, Polous and Langstadt (1953) 
using their ‘volumetric method’, based on external 
transverse and longitudinal measurements of the 
uterus with the pelvimeter, found that 68 per cent 
of the birthweights has a deviation of 230 g. in 
one series and 250 g. in another selected group 
of 21 vertex presentations. Johnson and Toshach 
(1954) using Macdonald’s measurements of the 
height of the fundus from the upper edge of the 
symphysis pubis and following the curvature of 
the abdomen and using the ischial spines as the 
fixed points of reference as regards the station of 
the presenting part, formulated an equation of the 
order of Y=A+BX with a standard deviation 
of 12°45 ounces. In both these methods whose 
efficacy is almost at par, the variations of observed 
weights from expected weights are too great to 
be of any practical value in cases where this know- 
ledge is essential. This remark applies specially 
in a borderline pelvis where as MacLennan (1954) 
has pointed out, slight erroneous variation of 
weight may unfavourably tip the prognostic 
balance. 

It is well known that the babies in the Western 
countries are bigger at birth than in India. The 
present paper aims at estimating the Indian 
standard, in the present generation. 


MATERIAL AND METHOD 


The present series consists of 355 newborn 
babies, obtained from an unselected and homo- 
geneous population of the States of West Bengal 
and Bihar, of a good representative character. 
Mothers of different socio-economic status cal- 
culated on the basis of family income and mode 
of living, have been classified into 5 groups, 
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Groups I and V representing the highest and the 
lowest income groups of my series. In Table 1, 
it will be seen that the so-called middle, i.e., 
Groups III and IV make 61 per cent of the total 
and this is the general incidence among the popu- 
lation at large. 


TABLE 1—PERCENTAGE DISTRIBUTIONS OF DIFFERENT 
SOCIO-ECONOMIC CLASSES 


Approximate 


Socio-economic income per month Number 
group per family centage 
I (upper) ... Above Rs. 500 34 99 
II (upper middle) Ks. 250 to Rs. 500 17 4-4 
III (middle) ... Rs. 150 to Rs. 250 60 16-8 
IV (lower middle) Rs. 50 to Rs. 150 157 44-2 
V (labour ) ; Rs. 53 87 24:7 
All classes a 355 100 


Note—Average number of heads per family is higher 
among Groups III, IV and V when compared to Groups I 
and II. Social obligations are greater and general stan- 
dard of living higher in Groups III and IV when com- 
pared to Group V. Standard of living is still higher in 
Groups I and II with a comparatively smaller family. 


The birthweight and crown-heel length are 
measured carefully soon after birth. On the fourth 
day, when all changes due to moulding have dis- 
appeared, head dimensions, namely, biparietal and 
occipitofrontal diameters and circumference of the 
head are measured. The former two dimensions 
are measured with the help of engineer’s calipers, 
correct to thousandth of an inch. During measure- 
ment undue pressure on the skull is avoided to 
minimise error in a soft foetal head. 

Duration of pregnancy has been calculated 
from the first day of last normal menstrual period. 
This fixes a date definitely, if arbitrarily, and has 
merits for statistical purposes. Unfortunately, due 
to negligence and lack of education, quite a 
number of mothers belonging to Group V and 
some in Group IV could not provide us with the 
actual date of last period. Moreover, gestation 
time for single births normally varies widely and 
Penrose (loc. cit.) pointed out that it is close to 
280 days with a standard deviation not far from 
15 days. It appears, however, that instead of con- 
sidering duration of pregnancy, in assessment of 
prematurity, it is better to accept the International 
Standard of Birthweight of 5% Ib. (2500 g.) or 
below as the evidence of prematurity. Question 
of viability among these babies is important and 
will be discussed later on in the paper. 
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PREMATURES AND IMMATURES 


Considering from the standpoint of duration of 
pregnancy wherever it is possible the overall pre- 
maturity rate in this series has been found to be 
26 per cent. Details are described in Table 2. 


TABLE 2—PREMATURITY (PERCENTAGE) IN DIFFERENT 
SOCIO-ECONOMIC CLASSES 


Total Total Prema- 
Group 38-40 prema- popula-_ turity 
32 wk. wk. wk. wk. ture tion (per cent) 
I - —- 6 4 10 34 29-0 
II 1 1 2 4 17 235 
III - 4 7 1 12 60 20-0 
IV 1 21 14 Ss 44 157 28-2 
Vv 2 11 6 4 23 87 26-4 
Total 3 37 34 19 93 355 26" 


Surprisingly, the incidence has been found to be 
the highest among the highest income group 
(Group I). This is closely followed by the lower 
income groups (Groups IV and V) and the lowest 
incidence is among the middle income group. 
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When birthweight is considered, incidence of 
babies weighing 5% Ib. or less, is least among 
Group I and maximum in Group V. The inci- 
dence increases as the socio-ecunomic status of 
the mother declines. Overall incidence of under- 
weight babies in the series is 37°5 per cent. In 
Table 3, details of the incidence of underweight 
babies among different socio-economic groups are 
described. 

Premature termination of pregnancy in the 
upper income groups (Groups I and II) takes place 
mostly (92°8 per cent) after 36th week whereas 
in the lower income group, 45°7 per cent of pre- 
mature babies are born before the 36th week. 
Hence, the greater incidence of underweight 
babies among the lower income group. Difference 
of 11°5 per cent between premature and under- 
weight babies is mainly due to babies born im- 
mature at term, predominantly among the lower 
income group. But, a portion of this difference 
must certainly be due to wrong history given by 
the mother regarding date of last menstruation. 

Antenatal supervision appears to lower the in- 
cidence of underweight babies by prolonging the 
duration of pregnancy and also by controlling 
those factors which lead to underweight babies. 
In Table 4, the influence of antenatal supervision 
on duration of pregnancy and prematurity is 
shown. 


TABLE 3—DISTRIBUTION OF UNDER-WEIGHT BABIES AMONG DIFFERENT SOCIO-ECONOMIC GROUPS 


Under 48-56 57-64 «65-72 
— 48 oz. oz. oz. oz. 
2 1 7 7 
Total ... 2 1 10 17 
TABLE 4—INFLUENCE OF ANTENATAL 
Without antenatal 
Group Before After Before 
36 wk. 36 wk. 36 wk. 
3 5 42:9 
19 16 54:3 
11 9 55-0 


Total ... 52:3 


care 


Percentage to total 


73-80 81-88 Total Total Imimatures 


oz. oz. immature population (percentage) 
-- 2 3 34 8-8 
2 3 17 17-6 
3 10 15 60 25-0 
19 34 62 157 39°5 
14 19 50 87 57-4 
36 67 133 355 37°5 


SUPERVISION ON PREMATURE DELIVERY 


With antenatal care 


Percentage to total 


After Before After Before ~ After 
36 wk. 36 wk. 36 wk. 36 wk. 36 wk. 
-- 1 3 25 75 
57:1 1 3 235 75 
45:7 3 6 33 67 
45-0 2 1 67 33 
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The difference of percentages of births after 
36th week in either group namely, those who re- 
ceived antenatal supervision and those who did 
not, is 29 per cent, in favour of those who re- 
ceived the supervision. This difference is statisti- 
cally significant (t=2°929 ; d.f.=52). 

Mean age of the mothers who had premature 
termination of pregnancy is 247 years with 
standard error of +0°56 years. The incidence is 
high (31°5 per cent) among the age group of 20 
to 23 years and highest (33°3 per cent) after 36th 
year. The number of cases in the latter age group 
is small. 

Prematurity in primiparas is 28°9 per cent 
whereas in multiparas it is 24°8 per cent. The 
difference in percentage is not statistically signi- 
ficant. 


GENERAL VALUES OF VARIOUS DIMENSIONS 
OF THE INDIAN NEWBORN AND PLACENTA 


Mean values of birthweight, crown-heel length, 
circumference of the head, biparietal and occipito- 
frontal diameters of the head are calculated with 
their standard error and tabulated in Table 5. 


TABLE 5—GENERAL DIMENSIONS OF THE INDIAN NEWBORN 
AND THE PLACENTA 
Standard 


Mean value error (+) 


Dimensions 


93°37 oz. 
18:75 inches 


Birthweight 0-81 oz. 
Length of baby 0-071 inch 
Circumference of head ... 1205 » e115 
Biparietal diameter 3558 ,, 0-043 
Occipitofrontal diameter 4-383 ,, 0-026 ,, 
Weight of placenta 18-11 oz, 0-243 oz. 


After these general remarks on the Indian 
newborn, it will be worthwhile to see how far 
environmental factors influence the growth of the 
baby in utero. Of the environmental factors, in- 


fluence of socio-economic standing of the mother, ° 


antenatal supervision and that of age and parity 
of the mother, have been considered. 


INFLUENCE OF ENVIRONMENTAL FACTORS ON 
FOETAL DEVELOPMENT 


Influence of socio-economic standing and nutri- 
tional status of the mother—Better nutritional 
status and higher socio-economic standing of the 
mother appear to influence the growth of the 
foetus in utero beneficially. It will be evident in 
Table 6 that all the dimensions of the newborn 
are significantly increased with the rise of socio- 
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economic status of the mother. Better nutrition, 
antenatal supervision and better rest are probably 
the factors which produce this beneficial result. 


TaBLE 6—MEAN VALUES OF THE VARIOUS DIMENSIONS OF 
THE INDIAN NEWBORN IN DIFFERENT SOCIO-ECONOMIC 
CLASSES 


Dimensions of | Group Group Group Groups All 
the newborn Vv IV ul Il & I Groups 


Mean birthweight 97 91:44 98:57 104-74 93-37 
(oz.) “66 (1:14) (1:74) (2°53) (0°81) 


Length (inches) 1867 19103 19103 18°75 
(0-074) (0-116) (0-156) (0-071) 
12-899 13-162 13-252 12-95 
(0-237) (0-078) (0-086) (0-115) 


Circumference of 
head (inches) 
3-625 3-655 3-558 
(0-050) (0-024) (0-199) (0-043) 


Biparietal diame- 
ter (inches) 


Oceipitofrontal 4378 4438 4470 4383 
diameter (inches) (0-021) (0-050) (0-025) (0-042) (0-026) 


Note—Figures in parentheses denote respective standard 
error. 


Groups I and II have been considered together 
because of smallness of observations in these 
groups compared to others. Figures in each case 
represent the statistical mean values and the 
figures in parenthesis represent their respective 
standard error. In these figures corrections for 
prematurity or immaturity have not been made. 
Hence, slight increase in each dimension may be 
expected when proper corrections are made. But, 
on the whole, the table shows how the dimensions 
of the baby progressively increase with rise of 
socio-economic status of the mother. 


Influence of antenatal supervision—Antenatal 
supervision has been found to have _ beneficial 
effect on the growth of the foetus. In Table 7 this 
effect on birthweight has been described. In the 
same table percentages of mothers out of each 
socio-economic group attending for antenatal 
supervision have been described. The overall 
figure is 28 per cent and it will be seen that the 
percentage of attendance steadily increases with 
the rise of the socio-economic status of the mother. 
Antenatal supervision has already been shown to 
reduce the incidence of underweight babies. In 
Table 7, the weight of the babies of the mothers 
who attended antenatal clinic has been compared 
with the corresponding figures of those not doing 
so. It will be apparent that antenatal supervision 
appreciably helps towards the improvement of 
foetal growth. 
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TABLE 7—INFLUENCE OF ANTENATAL SUPERVISION ON 
BIRTHWEIGHT 


Birthweight Birthweight 

of newborn of newborn 
Socio-economic of attendance attending for not attending 
group for antenatal 
supervision 


Percentage 


for antenatal 
supervision 


antenatal 
supervision 


Groups I & II ... 88 105-6 92-8 
Group ITI nl 49 104-6 94-4 
Group IV we 17 90-7 91-6 
Group V 7 91-7 88°8 
All groups... 28 100°4 91-0 


Thus in Table 7, all groups except Group IV 
have shown appreciable benefit from this super- 
vision. In the lower middle class (Group IV) the 
benefit is not appreciable. The reasons may be 
frequent and closely spaced pregnancies and rela- 
tively grosser under-nourishment, compared to 
Group V and lack of adequate rest during preg- 
nancy and because of their greater social obliga- 
tions and compulsory maintenance of a standard 
of living. 

Influence of maternal age—The age of the 
mother has been found to influence the birth- 
weight of the newborn. In Table 8, the average 
birthweights of the newborn in different age 
groups of the mother have been described. Birth- 
weight reaches its peak of about 98 oz. (on an 
average) when the mother’s age lies between 26 
and 37) and it tends to decrease when the mother’s 
age approaches 40 or falls below 20. This may be 
due to greater incidence of prematurity. 


TABLE S—INFLUENCE OF MATERNAL AGE ON BIRTHWEIGHT 
OF NEWBORN 


Average 


Maternal age (years) No. of birthweight 
observations (oz.) 
Below 20 ... ne 64 90-9 
20—25 132 91-1 
26—31 101 97-6 
38—44 = 7 90-0 
40 and above 2 90-0 


Note—In twelve cases maternal age was not recorded. 


In Table 9, association between maternal age 
and birthweight of babies has been described in 
detail and chi-square test is done. The figures 
within parentheses represent the expected values in 
each cell. The observed value of chi-square being 
17°88 and the expected value of the same for 12 
d.f. and P=0°95 being 5°226, it can be concluded 
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that maternal age and birthweight of babies are 
highly associated and it may be observed that the 
birthweight tends to increase with increase in 
maternal age in general. 


TABLE 9—ASSOCIATION BETWEEN MOTHER’s AGE AND 
BIRTHWEIGHT OF BABIES 


Birthweight of babies in ounces 


Age of the 


moth 

omer Below” 59.39 90-99 100-109 
80 above 

Below 20 13 14 25 7 5 o4 
(10) (14) (20) (11) (9) 

20—25 27 32 38 22 13 132 
(22) (28) (41) (22) (18) 

26—31 11 18 31 20 21 101 
(16) (22 (32) (17) (14) 

32 & above 5 10 13 9 i) 46 
(8) (10) (14) (8) (6) 

Total 56 74 107 58 48 343 


Note—Observed chi-square = 17°88. Expected chi-square = 
5-226 (for 12 d.f. P=0-95). 

Figures in parentheses represent expected values in each 

cell, 


Influence of parity—Influence of parity on 
birthweight is negligible as will be evident from 
Table 10. Co-efficient of correlation of birth- 
weight on parity is only +0°113 with standard 
error of +0°05. This is also statistically negli- 
gible. 


TaBie 10—INFLUENCE OF PARITY ON MEAN BIRTHWEIGHT 


Mean birthweight 


Parity 


(ounces) 
1 90-95 
2 92-0 
4 91-94 
6 ent 98-0 
7 ose 106-3 
8 ons 84-5 
9 ane 99-9 


94:5 


Influence of genetical factor—Under this head, 
I have only considered the influence of sex of the 
newborn on its birthweight and circumference of 
the head. In Table 11, means of these dimen- 
sions with their respective variances in male and 
female babies have been described. It will be 
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TABLE 11—INFLUENCE OF SEX ON BIRTHWEIGHT AND 
CIRCUMFERENCE OF HEAD 
Mean cir- Variance 
cumference of circum- 
of head ference 
(inches) of head 


Variance 
of birth- 
weight 


Sex of Mean 
the birthweight 
newborn (ounces) 


Male 94°34 6 0-255 
Female 91°58 0-268 
Note—Value of ‘‘t’’ with respect to birth- 
weight 
Value of ‘‘t’? with respect to cir- 
cumference of the head ee 
Expected value of ‘‘t’’ for d.f.= 
infinity is 1°96 


Observed 


noted that there is a difference between the means 
of the birthweight and the circumference of the 
head of the male and the female newborn. The 
mean values of birthweight and the circumfer- 
ence of the head are both higher in a male than 
in a female baby. But when ‘“‘t’’ test is done, 
the difference in birthweight, in spite of the large- 
ness of sample, is found to be statistically insigni- 
ficant. When the same test is done with respect 
to the circumference of the head, the difference 
of this dimension between the male and female 
child is found to be statistically significant. 


RELATIONS BETWEEN BIRTHWEIGHT AND OTHER 
DIMENSIONS OF THE NEWBORN 


Co-efficient of correlation between birthweight 
and other dimensions of the newborn which have 
been considered in this study are found to be 
positive and high. This means that the birth- 
weight increases with increase in any of these 
dimensions and vice versa. In Table 12, the co- 
efficient of correlation between different charac- 
teristics of the newborn with their standard error 
and significance have been described. 

TABLE 12—CORRELATION BETWEEN DIFFERENT 


CHARACTERISTICS OF THE NEWBORN 


Coefficient 
Characteristics of 
correlation 


Standard 
error 


Significance 


Birthweight 
Crown-heel distance 

Birthweight 
Circumference of 
head + 0-039 High 


High 


Birthweight 
Occipitofrontal 
diameter 

Birthweight 
Biparietal diameter 


+0-62 +004 High 


+0-64 +0-03 High 
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In Tables 13, 14, 15 and 16, relative distribu- 
tions of birthweight and length of the baby, 
circumference of the head, occipitofrontal and 
biparietal diameters of the newborn respectively 
are mentioned. From these tables positive rela- 
tionships between these factors will be evident. 


TABLE 13—RELATIVE DISTRIBUTIONS OF BIRTHWEIGHT 
AND LENGTH OF Baby 


Crown-heel distance (inches) 
Birth- 
weight 16-5 17°5 19 20-5 21-5 
(oz.) to to to to to 
18-4 19-4 20-4 21-4 22-4 


100—109 
110—119 
120—129 


Total 30 


Correlation coefficient = +0-57 Standard error =0-04 
Note—In twenty-five cases data on either crown-heel 
distance or birthweight are not properly recorded. 


TABLE 14—RELATIVE DISTRIBUTION OF BIRTHWEIGHT AND 
CIRCUMFERENCE OF THE HEAD OF THE NEWBORN 


Circumference of the head (inches) 
Birth- 
weight 41-0 11-5 12-0 125 13-0 13-5 14-0 14:5 
(0z.) to to to to to to to to Total 
11-4 11-9 12-4 12-9 13-4 13-9 14-4 14-9 


50—59 
60—6S 
70—79 
80—89 
90—99 
100—109 
110—119 
120—129 
130—139 
140—149 


Total 2s 2 201 


Correlation coefficient = +0-67 Standard error =0-039 


Note—In 154 cases data on circumference of the head 
are not recorded. 
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Birthweight 
(Midvalues 
in ounces) 4-052 4°157 4-262 


29 


Birthweight 
(Midvalues 
in ounces) 3-052 3-157 3-262 


10 


tions correlating these characteristics in t 


1. L=14°78+0°042B S.D. + 
2. C=0°026B + 10°6 S.D. + 
3. B=49x — 120°94 S.D. + 
4. “OF’’=0°008B + 3°639 S.D. + 
5. B=49'8 B.P.—843 S.D. + 
6. B.P.=2°82+0°008B $.D. + 


Where, L=Length of baby (inches) 
B=Birthweight (ounces) 
C=Circumference of the head 


Value of “r”’=+0-62 
Note—In 111 cases data on occipitofrontal diameter of the head were not recorded. 


Value of “r”’=+0-64 
Note—In 121 cases data on biparietal diameter we1e not recorded. 


TABLE 15—RELATIVE DISTRIBUTIONS OF BIRTHWEIGHT AND OCCIPITOFRONTAL DIAMETER OF THE HEAD OF THE NEWRORN 


68 


TABLE 16—RELATIVE DISTRIBUTIONS OF BIRTHWEIGHT AND BIPARIETAL DIAMETER OF THE HEAD OF THE NEWBORN 
Biparietal diameter of the head (Midvalues in inches) 


3°367 


41 


The value of co-efficient of correlation being 
high we arrive at the following regression equa- 


wo’s. 
1°04 
0°43 
9°50 
0°14 
9°50 
0°14 


(inches) 


3-472 3577 3-682 3°787 3-892 Total 
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Occipitofrontal diameter of the head (Midvalues in inches) 


4-472 4-682 Total 


23 


37 


Standard error= +0-04 


Standard error= +0-03 


BP=Biparietal diameter of the head 
(inches) 


OF =Occipitofrontal diameter of the 
head (inches) 


As the four characteristics, viz., length (crown- 
heel distance), circumference of the head, occipito- 
frontal and biparietal diameters of the head are 
highly correlated with the same variable birth- 
weight, it is likely that they are also correlated 
among themselves—and as such regression equa- 
tions of the nature of (1), (2), (3) and (4), etc., 
may be calculated. 


64-5 9 2 - ~ 11 

84-5 3 8 9 18 8 5 51 
94:5 1 5 10 23 i6 i! 8 74 
104-5 4 12 16 10 3 46 
114-5 pal 6 6 8 5 4 29 
124-5 = 5 on 3 2 10 
Total 18 23 46 18 4 1 244 
64:5 2 5 2 6 . 1 16 
74:5 1 2 1 14 9 2 3 32 
84:5 ate 4 4 4 19 22 12 2 2 74 t 
94-5 — — 3 10 21 28 22 18 3 105 
104-5 2 7 15 16 1! 56 i 
114-5 . 3 10 6 ~ 35 
Total 3 13 = 59 81 66 43 18 334 
d 
| 
____ 
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FITNESS OF THE REGRESSION EQUATIONS 


In Tables 17 and 18, values for circumference 
of the head and length of the baby have been 
calculated using the corresponding regression 
equation from a random sample (using Tippett’s 
random sampling number) of birthweight and 
these have been compared with the actual figures 
observed. Fitness of the regression equations, 
from closeness of the observed and calculated 
values, can be safely declared good. In Table 19, 
similar figures are calculated using the regression 
equations correlating birthweight with biparietal 
and occipitofrontal diameters of the head. 


TABLE 17—OBSERVED AND EXPECTED VALUES OF CIRCUMFER- 
ENCE OF THE HEAD FROM OBSERVED BIRTHWEIGHT 
OF THE NEWBORN 


Birthweict Circumference Circumference 
of head of head 


(oz.) 


(Observed—Inch) (Expected—Inch) 


59 2:1 
70 12:0 12°42 
88 12:5 12:9 
91 12-7 13-0 
92 12-7 13-0 
93 13-1 13-0 
98 13:1 13-1 
104 13°5 13°3 
108 14:0 13:4 
111 13°5 13:5 
113 13-0 13°54 
115 12:8 13-6 
120 13°7 
128 13-9 
149 14-4 14:47 


‘TABLE 18.—OBSERVED AND EXPECTED VALUES OF LENGTH OF 
THE NEWBORN FROM OBSERVED BIRTHWEIGHT 


Birthweight Length Length 
(oz.) (Observed—Inch) (Expected—Inch) 

70 17 17°7 
79 17 18-1 
94 18 18-7 
100 19 19-0 
101 18 19-0 
104 19 19-2 
114 20 19-6 
115 20 19-6 
123 20 20-0 


149 2 21:0 
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TABLE 19—ORBSERVED AND EXPECTED VALUES OF BIRTH- 
WEIGHT, BIPARIETAL AND OCCIPITOFRONTAL 
DIAMETERS OF BABIES 


| 
| 


Column = (1) (2) (3) (4) (5) (6) (7) 
1 65 77 66 4039 4159 3023 3340 
2 66 76 83 4-017 4:167 3-362 3-348 
3 79 3-274 3-372 
4 70 82 8 4149 4199 3-396 3-380 
5 89 42290 4239 3483 3-420 
6 79 92 90 4342 42350 3-496 3-452 
7 80 81 94 4279 3373 3-460 
8 80 7 3-150 3-460 
9 8 8683 93 4159 4311 3-566 3-492 
10 85 83 = a 3-358 3-500 
11 86 93 95 4361 4327 3609 3-508 
12 88 93 111 4375 4343 3922 3-524 
13 9 9 4325 4359 3-503 3-540 
14 91 89 91 4367 3521 3-548 
15 92 79 3-277 3-556 


16 94 95 95 4-401 4391 3-601 3-572 
17 98 99 102 4-487 4-423 3749 3-604 
18 101. 100 100 44447 3700 3-628 
19 102 89 106 4-281 4455 3-813 3-636 
20 105-104 108 4588 4-479 3-857 3-660 
21 106-106 94 4-636 4487 3577 3-668 
22 108 103 3-758 3-684 
23 112 94 100 4-376 4535 3698 3-716 
24 113-104 107 4583 4543 3-845 3-724 
25 120 91 93 4327 4599 3560 3-780 
26 128 91 109 42320 4663 3-888 3-844 


Note : Column 1=Observed birthweight. 


2=Birthweight calculated from observed 
occipitofrontal diameter of the head 
(O.F.) 


3=Birthweight calculated from observed 
biparietal diameter of the head (B.P.) 


4=Observed occipitofrontal diameter of 
the head 


5=Occipitofrontal diameter calculated from 
observed. birthweight, 


6=Observed biparietal diameter of head. 


7=Biparietal diameter calculated from 
observed birthweight. 


Figs. 1, 2, 3 and 4 graphically present linear 
representation of the regression equations (1), (2), 
(4) and (6) respectively with their respective 
standard deviations and the progression of the 
mean values of the characteristics represented by 
the ordinate round this line showing adequate 
fitness of the regression equations. In each, there 
are certain ranges where the fitness is maximum 
and best. 
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IT LEAVES YOU 


Ne-Ba-Sulf really leaves you free from the 
complications of bacterial resistance and hyper- 
sensitivity —complications of special import in 
antibiotic therapy. Sensitivity caused by the 
topical use of potent systemic antibiotics may 
even be the cause of depriving the patient 
of the help of these antibiotics when perhaps 
they may be of life-saving value. 


Medical opinion is now, therefore, more and 
more in favour of restricting the topical use 
of antibiotics to those which are NOT used 
systemically. Neomycin and Bacitracin are 
two such antibiotics—extremely unlikely to 
cause either sensitivity or resistance. They are 
indeed the IDEAL TOPICAL ANTIBIOTICS, 


and in combination have an_ extremely 
broad spectrum. Addition .of Sulfacetamide— 
NEomycin-BAcitracin SUL Facetamide—increases 
even further the already broad range of this 
exceptionally potent preparation. 


Ne-Ba-Sulf is available as ointment (3 gms., 
15 gms., 100 gms.,), sprinkling powder (10 gms.) 
and for instillation (10 gms.) 


Write for details to : 
DUMEX PRIVATE LIMITED 
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BIRTHWEIGHT (0Z,) 


FITEED REGRESSION Line (AA’) BETWEEN BIRTH- 

WEIGHT AND LENGTH OF INDIAN’ BABIES—LEAST 

Square METHOD. °—MEAN VALUES OF LENGTHS. 
SCATTER OF THE OBSERVED VALUEs. 


Fic. 1—AA’ is the linear representation of the 
regression equation I,=14-78+0-042B which has a 
standard deviation of +1-04 unit. The area bounded 
by AA’ +1-04 is expected to include 68 per cent 
of the observed values. From the actual scatter 
of the points (not shown in figure for clarity) it 
is found that most of the observed values lie within 
this area; but when the mean values of the lengths 
are considered, it appears that the “fit” is better 
in the range of birthweights—74‘5 to 114-5 (oz.) 
beyond which the mean values take a downward 


BIRTHWEIGHT (OZ,) 


CC’—REGRESSION Ling FITTED TO BIRTHWEIGHT AND 

OCCIPITOFRONTAL DIAMETER OF HEAD—LEAST SQUARE 

METHOD. ©_MEAN VALUES OF OCCIPITOFRONTAL 
DIAMETER. 


Fic, 3—CC’ is the linear representation of the 
regression equation ‘““OF’’ =3-639+0-008B with S.D. 
+014. Considering the very small value of 
standard deviation is can be observed that the 
“Gt” of the regression line is ‘very good’, It 
will be observed that the “‘fit’’ is perfect in the 
region of birthweight between and 114°5 (oz.). 
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BIRTHWEIGHT (OZ) 


BB’—FITTED REGRESSION LINE TO BIRTHWEIGHT AND 
CIRCUMFERENCE OF HEAD—LEAST SQUARE METHOD. 
°__MEAN VALUES OF THE CIRCUMFERENCE OF HEAD, 


Fic, 2—BB’ is the linear representation of the 
regression equation C=10-6+0-026B which has a 
standard deviation of +0-43. The progression of 
the mean yalues of circumference suggests that a 
quadratic equation of the form of C=a+bB+cB? 
would have been better. The mean values are 
closer to the fitted line in the range of birthweight 
745 to 1145 (oz.) although 68 per cent of the 
observed values are expected to lie in the area 
bounded by BB’ +0-43. 


2 


BIRTHWEIGHT (0Z.) 


DD’—REGRESSION Linge FITTED TO BIRTHWEIGHT AND 
BIPARIETAL DIAMETER OF HEAD, °—-MEAN VALUES OF 
BIPARIETAL DIAMETER. 


Fic, 4—DD’ represents the regression line of the 

equation B.P.=2:82+0-008B with S.D. +014. Pro- 

gression of the mean values of biparietal diameter 

suggests that a quadratic form of equation would 

have been a better “fit” although the fitted 

straight line has a very small S.D. Better ‘fit’ is 
between 74:5 and (oz.), 
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GROWTH OF THE FOETUS in utero 


The rate of growth has been calculated from 
observations on the newborn confined at different 
weeks of pregnancy commencing from 38th week 
to 4Ilst week. Observations below and above 
that are few in number and not considered. In 
Table 20, mean values of birthweight, biparietal 
and occipitofrontal diameters and circumference 
of the head in different weeks of pregnancy are 
shown and growths calculated therefrom. 


TABLE 20—RATE OF GROWTH OF DIFFERENT DIMENSIONS OF 
THE NEWBORN CALCULATED FROM THEIR MEAN VALUES 
IN DIFFERENT WEEKS OF PREGNANCY 


Growth 
Dimension Weeks of preguency per week 
38th 39th 40th 4ist (average) 

Birthweight 83 88 98 108 8-5 
(oz.) 

Biparietal 3408 3-583 3636 3-657 0-0497 
diameter (1:24 mm.) 
(inch) 

Occipito- 4215 4382 4407 4507 0-064 
frontal (1-6 mm.) 
diameter 
(inch) 

Circumference 12°38 13:15 13:19 13-41 0:34 
of head (8-5 mm.) 
(inch) 


BIRTHWEIGHT AND WEIGHT OF THE PLACENTA 


The average birthweight, being 93°37 oz., is 
5°16 times the average weight of the placenta 
which is 18°11 ounces. The coefficient of correla- 
tion between these two factors being 0°35 with 
standard error of +0'05 is also significant. Rela- 
tive distribution of birthweight and weight of 
placenta is represented in Table 21. 


TABLE 21—RELATIVE DISTRIBUTION OF BIRTHWEIGHT AND 
WEIGHT OF PLACENTA 


Birth- Weight of placenta (oz.) 
weight 
(oz.) 811 12-15 16-19 20-23 24-27 28-32 33-36 Total 
50-59 — 1 - 1 
60—69 6 9 4 1 20 
70—79 4 20 6 1 — — -- 31 
80—89 3 34 23 8 3 _ 71 
90—99 1 28 57 12 3 — -- 101 
100—109  — 8 30 15 2 55 
110-119 — 3 16 12 2 —- 1 34 
120—129  — 4 5 3 1 -- 13 


Total 14 103 140 54 13 1 1 326 


Value of “r’=+0-35 Standard error= +0-05 


Note—In 29 cases weight of placenta was not recorded. 
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THE NEWBORN AND Its RELATION TO LABOUR 


Condition after birth—It has been found that 
the condition of the newborn after birth bears a 
relation to the type of labour. In Table 22, details 
of this relationship have been described. It will 
be evident that the condition of the baby worsens 
with increase in severity of the type of labour. 
The condition that follows a breech delivery 
closely simulates that of low or outlet forceps 
delivery. It will, however, be observed that the 
incidence of white asphyxia is slightly higher in 
the latter. 


TABLE 22—CONDITION OF THE NEWBORN IMMEDIATELY 
AFTER DIFFERENT TYPES OF LABOUR 


Nature of labour 
Condition of 
the newborn 


Apnoea 11 .- 3 2 4 1 21 


Blue asphyxia 11 8 10 6 6 6 47 


White asphyxia — 1 4 1 1 2 9 
Good 217 35 8 2 1 5 268 
Total 239 44 25 11 12 14 345 


Percentage tao 9 20 68 
total asphy- 


xiated 
Percentage to 91 80 32 18 8 36 78 
total in good 

condition 


NE & NT=Confinement with episiotomy or tear. 

LF & OP=Lew and ontlet forceps application for delivery. 
MF=Midforceps application for delivery. 
LUS=Lower uterine caeserian section for delivery. 


Note—General anaesthetic was required in LF, OF, MF 
& LUS and many cases of breech delivery. 


Relation of the birthweight and head dimen- 
sions to labour—It has been noticed that the per- 
centage of abnormal confinements increases with 
increase of birthweight and circumference of the 
foetal head. In Tables 23 and 24, details have 
been noted. 
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TABLE 23—RELATION OF THE CIRCUMFERENCE OF HEAD OF 
THE NEWBORN TO TYPE OF LABOUR 


Percentage of 


. abnormal to 
Circumference No. of No. of No. of 
total births in 


of head total normal abnormal anti. tank 
(inch) births births births 
dimension 
group 
Below 13-0 85 75 10 12 
13-0—13-5 76 54 22 29 
13-5—14-0 30 19 ll 37 
14-0—14-5 4 5 56 
Total 200 152 48 24-0 


Note—In 155 this relationship has not been studied due 
to lack of data on circumference of the head. 


TABLE 24—RELATION OF BIRTHWEIGHT TO TYPE OF LABOUR 


Percentage of 
No.of No.of No.of abnormial to 


eee total normal abnormal total birth in 

: births births births each birth- 

weight group 
Below 80 56 45 il 20 
80—89 73 56 17 23 
90—99 105 80 25 24 
100—109 58 40 18 31 
110—119 33 21 12 36 
120 and above 15 8 7 47 
Total 340 250 90 26 


In Table 25, the mean values of birthweight 
and the circumference of the head with their 
variances with respect to normal and abnormal 
labours are described. When ‘t’ test is carried 
out to test the significance of the differences of 
the mean values of these two factors in relation 
to type of labour, it is found that in case of 
the circumference of the foetal head, the value 
of ‘t’ being 3°89, the difference between the means 
of the circumference of the head in relation to 
normal and abnormal confinements is statistically 
significant. But in case of birthweight the differ- 
ences in the mean values in same relation are not 
statistically significant. The value of ‘t’ in this 
case is only 1°37, whereas, the limit of significance 


.for P—O'95 and infinite degree of freedom, the 


number of sample being large, is 1°96. 
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TABLE 25—CIRCUMFERENCE OF THE HEAD AND BIRTHWEIGHT 
OF THE NEWBORN IN NORMAL VS. ABNORMAL LABOUR 


Mean values Mean values 


Dimension in normal in abnormal 
labour labour 
Circumference of head 12-95 13-32 
(inch) (0-35) (0-27) 
Birthweight (ounces) 92:1 96-7 
(220) (228) 


Note—Value of ‘‘t’’ with respect to circumference of the 
head (df=infinity) is 3-89 whereas it is 1:37 with respect 
to birthweight differences (df=infinity). 
Figures in parenthesis represent respective variances. 


DISCUSSION 


This paper aims at determination of the pre- 
sent standard of the Indian newborn and the role 
played by different environmental and genetical 
factors on this. 

Penrose (loc. cit.) estimated the approximate 
partition of causes of variation of birthweight 
between hereditary and environmental causes as 
follows : 

Maternal hereditary constitution 20 per cent 

Foetal hereditary factors: Sex .. 2 per cent 

Foetal hereditary factors: re- 


maining constitution .. 16 per cent 
Maternal general health and 

nutrition .. 16 per cent 
Maternal health during each 

particular pregnancy .. 8 percent 
Maternal parity mA .. 7 percent 
Maternal age oa .. 1 per cent 
Unidentified intra-uterine influ- 

ences, posture, etc. 30 per cent 


From this, inference may be drawn that 
maternal factors are responsible for a large part of 
birthweight variations. This also shows that gene- 
ral health and nutrition of the mother during 
pregnancy and otherwise are also important 
factors. 

One of the potent causes of overall reduction 
of birthweight is prematurity and immature births. 
Proper nutrition and health of the mother prevent 
this. This has been shown in the present paper. 
Toxaemias of pregnancy and placenta praevia are 
two other important factors which often lead to 
premature and underweight babies. Proper ante- 
natal supervision and conservative management of 
these patients in a hospital go a long way towards 
controlling the disease and help thereby in increas- 
ing the birthweight. This has been adequately 
substantiated by Hamblin (1952 and 1953) for 


— 
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toxaemia of pregnancy and Macafee (1945) in 
case of placenta praevia. In the present study, it 
has been shown that mothers who attend for ante- 
natal supervision and follow the instructions about 
food and rest adequately, are likely to have babies 
with a higher birthweight. 

Previous authors have also pointed out the im- 
portance of-nutrition and antenatal supervision as 
measures towards prevention of premature and im- 
mature births. Vignes (1946), Rapetti (1947), 
Tompkins (1948) and others have stated that 
under-nourishment during pregnancy favours 
abortion, premature labour, and increases the 
number of babies with less than average weight. 
Tompkins (loc. cit.) further stated that toxaemia 
of pregnancy is a nutritional deficiency state and 
he found a higher rate of prematurity and infant 
mortality in controlled groups suffering a nutri- 
tional deficiency due to a greater incidence of 
toxaemia. Toronto experiments and People’s 
League of Health report (1942), quoted by Bourne 
and Williams (1945), have also proved that toxae- 
mia is more common among the under-nourished 
mothers. This higher incidence among the under- 
nourished is attributed by Holmes (1941) to a re- 
duced intake of protein. Baird (1947, 1948) also 
has pointed out that the striking fall in still- 
birth rate in the United Kingdom during the war 
years affected all age groups and parities except 
elderly multiparas who mostly did not attend ante- 
natal clinic. This, he ascribes, is largely due to 
the result of improvement in the quality of ex- 
pectant mother’s diet and increased awareness of 
the importance of good nutrition during preg- 
nancy. He also pointed out that there is a greater 
incidence of underweight babies among the con- 
trols when compared with booked cases. He fur- 
ther stated that neonatal mortality in the primi- 
paras is nearly 3 times higher in the lower, than 
in the higher income group. The main reason is 
greater incidence of prematurity, birth injury, 
toxaemia and infection. He states that the 
standard of obstetric care being the same in both 
groups, this difference in result must be ascribed 
to the great difference between these two groups, 
in mother’s physique, health and diet, all of which 
partly or wholly depend on the standard of living. 
The works of Williams in Rhondda Valley experi- 
ment (1938) quoted by Bourne and Williams (1945, 
1948) and results of enquiry by Joint Council 
of Midwifery of the U.K. (1939) also point towards 
similar conclusion. Improvement of diet and ante- 
natal supervision also improve maternal mortality 
and morbidity. 

Anselmino (1954) stated that temporary condi- 
tions of under-nourishment which prevailed in the 
European countries during and after the second 
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world war, resulted in a more or less significant 
reduction in birthweight, and a very slight shorten- 
ing of the body length. He forwarded evidence 
that under-nourishment of the mother leads to a 
shortening of the average duration of pregnancy. 
According to all reports mentioned in his paper, 
it is the nutritional condition of the mother during 
the last 3 months of pregnancy which is of deci- 
sive importance in regard to the reduction of 
the weight of the child as during this period the 
foetus gains over half its weight. 

Halbrecht (1954) studied the importance of 
animal protein in the diet of pregnant mothers. 
He stated that even when calorific requirements 
of the body are fully supplied, the reduction of 
animal protein during pregnancy, causes signi- 
ficant diminution in the birthweight. Burke et al 
(1943b) also arrived at a similar conclusion. Not 
only is the general growth of the foetus stunted 
but also they may be born with damaged liver 
caused by maternal protein deficiency as Wood- 
ruff has shown. 

The importance of dietary and economic in- 
fluence has also been stressed by Edwards (1946). 
He pointed out that during the Bengal Famine in 
1942, there was a fall in the average birthweight. 
From all these works and evidences presented in 
this paper, it can be concluded that autrition of 
the mother both in quantity and quality during 
pregnancy is important as regards determination 
of birthweight, as an important factor in causing 
premature delivery and toxaemia of pregnancy. 
Douglas (1950) however, in his important paper, 
remarked that ‘‘Social differences were a relatively 
unimportant factor in premature delivery’. <A 
significantly low incidence, however, was found 
in only the most prosperous 9 per cent of the 
sample. In the remaining 91 per cent, social class 
differences were not a factor. He further stated 
that ‘‘Abnormally high rates of premature deli- 
very were found in two well defined working class 
of women ; primiparas aged 20 or less and multi- 
paras with closely spaced pregnancy. They receive 
least adequate antenatal supervision and confine- 
ment care and they are least likely to receive help 
in household work’’. He has, however, stressed 
on the importance of antenatal supervision and 
rest during pregnancy and a reasonably well 
spaced pregnancy in multiparas. Bourne and 
Williams (1945, 1948) remarked that the nutritional 
condition of the mother has little influence on her 
child’s weight at birth unless the lack of food 
during the latter third of pregnancy has approached 
the degree of starvation. If, however, the calorific 
intake over the 40 weeks of pregnancy falls to 
1,800 or less, there is an increasing fall in the 
foetal weight after a point where the mother is 
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living on her own spare tissues and has exhausted 
them. Toverude has shown that the human birth- 
weight average in Europe is greater of children 
born in August than of those born in January. 
This observation describes the effect of the diffe- 
rence of quality of the food (animal protein, 
minerals and vitamins), and not the quantity which 
is much the same whatever the season. Among the 
Indian population which U. N. Survey has 
declared to be one of the worst fed nations, the 
total calory intake, is generally and perpetually 
under the optimum level. At the same time, this 
food, besides lacking in caloric contents and a 
proper balance, also lacks in essential animal pro- 
teins, minerals and vitamins. Statistical survey 
also proved that the per capita consumption of 
milk is very poor among Indians. As the nutri- 
tional demands of the body increases with preg- 
nancy, a borderline chronic malnutrition may turn 
into an acute form. ‘Thus, the condition favour- 
ing lower birthweight is constantly present among 
the lower income groups and maternal anaemia is a 
common feature. In conditions of famine and 
war, this type of semi-starvation is prevalent 
which explains the findings of Anselmino (loc. 
cit.) and Halbrecht (loc. cit.) already mentioned. 
The works of Burke et al (1943a) also prove the 
importance of proper diet during pregnancy. 
These workers have emphasised on the quality of 
food. Halbrecht (loc. cit.) did the same. 


In this paper, some relationship, although 
small, has been detected between birthweight and 
age of the mother. The birthweight tends to in- 
crease with the age of the mother. But contrary 
to expectation parity of the mother does not 
appear to have influence on birthweight. The in- 
fluence of maternal age on birthweight has been 
stressed upon by the work of Hammond (1944) 
who has shown that where the mother is young 
enough to have a competing metabolism serving 
her own growth, the weight of her foetus will be 
less than that of a mother similar in other res- 
pects but full grown. 


The birthweight bears a significant relation- 
ship with the weight of the placenta. This is 
quite reasonable as the placenta is an organ of 
nutrition of the growing foetus. Knaus (1949) 
has, therefore, concluded that the uterine en- 
vironment rather than factors inherent in the 
foetus regulates foetal growth. Greenhill (1950) 
agrees with it. Penrose (loc. cit.) also has point- 
ed out the importance of intra-uterine influences 
in determining birthweight. Placental develop- 
ment depends on the space available in the uterine 
cavity and the size of the foetus on the efficiency 
with which the placenta can develop in the uterus 
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which is well shaped, easily distensible and rapidly 
growing. 

Sex of the baby exerts its influence, although 
very small, on birthweight, and head dimensions. 
Differences as found during this work, in birth- 
weight is not statistically significant but the diffe- 
rence in the mean values of circumference of the 
head was significant. Similar difference due to 
sex of the baby has been noted by Penrose 
(loc. cit.), Macdonald (1952, 1953) and others. 


Growth of the foetus—Various authors have 
pointed out that growth of the foetus is maximum 
during the last three months of pregnancy, during 
which time the foetus gains over half its weight. 


A number of authors in various times tried 
to measure the rate of growth of head dimensions 
of obstetric importance during the last few weeks 
of pregnancy. Scammon and Calkins (1929) stated 
that biparietal diameter of the head increases by 
approximately 25 mm. per week during the last 
weeks of pregnancy. From his observations in 
neonatal period, Moir (loc. cit.) stated that this 
diameter grows at the rate of 2 mm. per week. 
Joseph (1949) using a new radiological technique, 
came to a surprising conclusion that no growth 
took place in the biparietal diameter in the last 
4 weeks of pregnancy. This has been proved 
wrong by later workers. Macdonald (1952, 
1953) confirmed that the dimensions of the head 
increase during the last weeks of pregnancy and 
the rate of growth of occipitofrontal and bi- 
parietal diameters was approximately equal, 
whereas that of suboccipitobregmatic diameter is 
slower. He stated that occipitofrontal and bi- 
parietal diameters increase by approximately 1 
mm. per week, and suboccipitobregmatic by 
about 0°8 mm. per week, during the period from 
35th to 44th week of pregnancy. He stated also 
that the sex of the foetus while it determines the 
size of the head, has no influence on its rate of 
growth. Crichton (1953) stated that the rate of 
growth of the cranial measurements is not 
uniform. The average growth of the biparietal 
diameter will be noted to lie in the neighbour- 
hood of 1 to 1°2 mm., i.e. about half the figure 
suggested by Moir (loc. cit.) and Scammon and 
Calkins (loc. cit.). The rate of growth of occipito- 
frontal diameter is probably in the region of 11 
to 12 mm. per week and average circumference 
of foetal head} according to him, usually increases 
by 3 mm. per week. The figures stated in the pre- 
sent paper are derived from observations in the 
neonatal period following delivery at 38th to 41st 
weeks. The rate of growth in the cranial dimen- 
sions as observed during this work is almost 
similar to that of Crichton (loc. cit.). Rate of 
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growth in the circumference of foetal head is not 
similar. 

Kelation between birthweight and other dimen- 
sions of the newborn—Ince (loc. cit.) observed 
high correlation between birthweight and _bi- 
parietal and occipitofrontal diameters of the head. 
Scammon and Calkins (loc. cit.) also found a direct 
relationship between  biparietal diameter and 
crowu-rump length. Similar relationship has also 
been observed in the present work between birth- 
weight and other dimensions of the baby namely, 
length, biparietal diameter, occipitofrontal dia- 
meter and circumference of the head. High co- 
efficient of correlation and closeness of observed 
and expected figures using the regression equa- 
tions, prove the fitness of the regression equations. 

When analysing the progress of labour in all 
the cases studied during this work, it appeared 
that cranial dimensions as well as birthweight play 
a significant role in prognosis of labour. As these 
dimensions increase, the incidence of abnormal 
labour also increases. But again, the role of 
cranial dimensions in this matter is statistically 
more significant than that of birthweight. 


CONCLUSION 

As maternal factors like health, physique 
and nutritional status, are so very important in 
producing children of proper birthweight, the 
problem is more socio-economic than medical. 
There must be higher standard of living, adequate 
supply of food, particularly quality food like 
animal proteins, minerals and vitamins and also 
better education of the public, so that they can 
utilise better the, cheaper available protein- 
containing foodstuffs. There should be better 
facilities for adequate antenatal supervision, ante- 
natal accommodation in the hospitals and provi- 
sion for supplementary diet wherever it is neces- 
sary. Only by improving the health of the 
mothers can we expect improvements in birth- 
weight. ‘The average birthweight of children 
among the most prosperous section of Indian 
mothers is lower than that of the Western average 
in general. Hence, there may be some racial or 
hereditary factors playing their role besides nutri- 
tional factor. Penrose suggested that many of the 
socalled ‘Premature’ infants are perfectly normal, 
though small, like adults of short stature. He 
stated further that large birthweights are also 
familial. He also proved from familial data on 
birthweight that there is a marked similarity in 
brothers and sisters (SIBS) and pointed out that 
underweight in one child makes underweight more 
likely for another child born later in the same 
family. Hence, heredity plays a role in determi- 
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nation of birthweight, although influence of nutri- 
tion is very great. From this conclusion it 
appears that there may be a limit upto which im- 
provement of birthweight in India can be attained. 
The deterrent factors will be the racial and here- 
ditary characteristics. It is a common experience 
that many Indian newborn weighing less than 
5% |b. upto about 4 lb. thrive fairly well 
although they should be considered immature 
under the terms of the International Conventions. 
Many of these ‘‘Premature’’ infants would be 
found vigorous at birth, look well, suck well and 
progress well. Hence, it may be said that the 
standard of prematurity for Indian babies should 
be somewhere between 4 and 5 lb. There is a 
great deal of truth in the statement of Llewellyn- 
Jones that ‘‘Each country and each race will have 
to decide upon its own standard of prematurity’’. 
Moreover, in the tropical countries the climate, 
viz., temperature and humidity, is more favourable 
for the premature when compared with countries 
of temperate climate. 

Birthweight is a guide to subsequent life in 
childhood. Hence, improvement in birthweight 
will ensure a better condition of health in infancy 
and childhood, and lead to better adulthood in 
future. This is certainly the ideal which should 
be aspired for. 


SUMMARY 


(1) A series of 355 newly born Indian babies 
have been studied and analysed with a view to 
determining Indian standards regarding birth- 
weight, length (crown-heel distance), and head 
dimensions, viz., biparietal, occipitofrontal diame- 
ters of the head and the circumference, and also 
to find the influence of nutrition, antenatal super- 
vision, socio-economic status, age and parity of 
the mother, and sex of baby, on different charac- 
teristics of the newborn. 

(2) Overall prematurity rate when duration of 
pregnancy is taken into account has been found 
to be 26 per cent. When birthweight is consi- 
dered, the incidence of babies weighing less than 
5% lb. has been found to be 33 per cent. The 
incidence of the latter increases as the socio- 
economic status of the mother declines. 

(3) Socio-economic status of the mother and 
antenatal supervision have appreciably beneficial 
effect on birthweight and dimensions of the new- 
born. 

(4) Within limits birthweight tends to rise as 
maternal age advances but parity does not exer- 
cise any appreciable effect. 

(5) Compared to female babies the males have 
a bigger head and a higher birthweight. Differ- 


tae 
ia 
ahi 
ig 
= 
q 
ety 
| 


OCTOBER 16, 1956 


ence in head dimensions alone is statistically signi- 
ficant. 


(6) There is high and positive coefficient of 
correlation between birthweight and other charac- 
teristics of the newborn and regression equations 
calculated on this basis have been found to have 
good ‘fit’ statistically. There are certain ranges 
of birthweight where ‘fitness’ is best. 


(7) Rate of growth of foetus in birthweight, 
biparietal and occipitofrontal diameters and cir- 
cumference of the head from 38th to 4Ilst weeks 
of pregnancy have been found to be 8'5 ounces, 
1°24 mm., 1°6 mm. and 8'5 mm. respectively per 
week. 

(8) Difficulty in labour increases with increase 
in birthweight and head dimensions. ‘This rela- 
tionship of labour and head dimensions is statisti- 
cally significant. 
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HAEMATOLOGICAL VALUES OF THE 
MATURE INDIAN NEWBORN 
OF NORMAL MOTHERS 
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BIJON CHAUDHURI, B.sc., M.B.B.s., 
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Chittaranjan Seva Sadan and 
Chittaranjan Cancer Hospital, Calcutta. 


There is no agreed haematological data of the 
mature newborn babies in the available literature 
of this country. Dhar (1934) found 18°99 g. per 
cent to be haemoglobin value of the neonates in 
Calcutta. Three other workers (Mukherjee, 1940 ; 
Mukherjee, 1944; Banerjee, 1953) recorded 20 g. 
18°73 g. and 15°52 g. respectively per 100 ml. of 
blood on an average. All of them worked with 
capillary blood from the heel or pulp of the fingers. 
None of the workers in India seem to have used 
venous blood for this kind of study. Under these 
circumstances the investigation of haematological 
values of mature newborn babies of healthy 
mothers was worthwhile. The findings on haemo- 
globin estimation, erythrocyte count, haematocrit 
value, and reticulocyte count are the subject 
matter of this communication. 


SHORT REVIEW OF LITERATURE 


Williamson (1946) drew attention to the fact 
that the haemoglobin value of a newborn baby 
was higher than that of an adult. His average 
figure of haemoglobin in the newborn babies was 
23°3 g. per 100 ml. of blood. Merrit and Davidson 
(1933) and Faxen (1937) corroborated the findings 
of Williamson. 

Mackey (1933) found the average haemoglobin 
at birth to be 20 g. per 100 ml. of blood. Horan 
(1950) recorded 20°6 g. per 100 ml. of blood on 
the Ist day. They used capillary blood for their 
investigation. 

Anderson 
haemoglobin from 
16°3 g. haemoglobin per 100 ml. of blood on 
average. Several other workers like Valquist 
(1941) quoted by Mollison (1951), Chuniard et al 
(1941), Mollison and Cutbush (1949), Gairdner 
et al (1952) also worked with venous blood. The 
average values of haemoglobin, erythrocytes and 
haematocrit readings were, however, found to be 
lower with the venous blood than the values 
obtained with capillary blood. 


determined 
They found 


and Ortmann (1937) 
venous blood. 


MATERIAL AND METHODS 


The materials of the study were fifty neonates 
and their mothers in Chittaranjan Seva Sadan, 
Calcutta. Babies were selected from healthy 
mothers who had natural delivery and had their 
haemoglobin value above 10 g. per cent. Only 
mature babies were taken for consideration. A 
weight of five pounds and eight ounces was taken 
as the limiting criterion of maturity. It may also 
be mentioned that no asphyxiated baby was in- 
cluded in this study. In case of babies the blood 
was examined within twenty-four hours but 
beyond six hours, and again on the 4th day of 
life. 

Collection of blood—Mother’s blood was 
collected from the median cubital vein before the 
onset of the labour. Blood of the newborn was 
collected from the femoral vein. In the first week 
of life skin prick samples of blood are apt to give 
inaccurate results according to the site, depth of 
the puncture and temperature of the local part. 
Oettinger and Mills et al (1949) from the simul- 
taneous study of the capillary and venous blood 
of newborn infants had shown that haemoglobin 
values of capillary blood was 3°6 g. per cent higher 
on average, and the range of variation was wider 
in capillary blood than in the venous one. This 
difference in the results was thought to be due to 
the effect of capillary stasis caused by sluggish 
circulation in the neonatal period. The degree 
of capillary stasis varies from one baby to another. 
On the other hand, venous blood yields consistent 
and reproducible results. This is why Mollison 
(loc. cit.) and Smith (loc. cit.) also advocate the 
use of venous blood even for a single haematologi- 
cal investigation, particularly in case of newborn 
babies. 

Demarsh et al (1942) used sagittal sinus as the 
source of venous blood. It was a dangerous pro- 
cedure and subsequently abandoned in favour of 
veins at other sites, such as scalp vein, internal 
jugular and external jugular vein etc. Even at 
these sites the question of stasis due to pressure 
comes in; but in femoral vein this question of 
stasis can easily be avoided as it does not require 
any sort of pressing mechanism. 


Technique—3 ml. of blood was collected from 
the femoral vein using a sharp 19 gauge B. D. 
needle. The baby was put in supine position. 
After cleansing the groin with iodine and alcohol, 
one assistant covered up the external genitalia 
with the napkins and held the legs. After palpat- 
ing the pulsation of femoral artery, the skin was 
pierced below the inguinal ligament just medial 
to the artery. The needle was then pushed verti- 
cally till it touched bone. Then the needle was 


284 


Advertiser 


Bring the Bael 
to carry the Quin* 
% to you! 


The picture tells a story - the story of a 
new formula for the effective treatment 
of amoebic and bacillary dysenteries. 


The Standard Pharmaceutical Works 
have introduced Bael which forces 
the ‘Quin’ to travel very, very slowly. 
This ensures intimate contact of 

this drug with all parts of the gut. 
Known as Sulpha- Quino- Bael, 

this formula (see details below) 
provides maximum amoebicidal 

and bacteriostatic effect. 


The ‘Quin’ (Iodo-chloro-Oxyquinoline) : 
is always in a hurry. It rushes : 
through the intestinal tract and nae 
achieves very little by itself. oe i 


Each spoonful measure, as supplied inside 
each carton, contains : 


Sulphanilamide 0.067 

Sulphathiazole 0.067 

Sulphaguanidine 0.067 

lodo-chlioro-Oxyquinoline ... 0.2 

Baked Bael Powder 

Isaphgul Powder 02 

Magnesium Carbonate - 02 Now available in Granules 


sins Standard Pharmaceutical Works Ltd. Calcutta 14 


October 16, 1956 M. A. xxvii 
at 
A 
A 
> 
= Z — © x A 


xxviii J. L. M. A. Advertser 


for Rheumatic and 
Rheumatoid Disorders 
Arthritis and Neuritis, 


Bibliography 
t. Bansod, M, V., The Treatment of Rheumatism & 
Arthritis with indigenous Orugs, ‘The Antiseptic’ . 
1955, 6, 451. 
2, Krishna Murty, G., A Study of Balsamodendron 
, Mukul compounds in the treatment of Rheumatic Disorders- 
The indian Practitioner’ !955, 8, 825, 
3. Bansod, M.V., Use of Ancient indian Drugs in the treatment 
of Rheumatic Diseases-'The Advance of Medicine’ 1956, 2,164. 
4 Krishna Murty. K.R., Acute Rheumatic Fever, ‘Medical 
Digest’ 1956, 4,297. 
$. Krishna Murty, G., Rumalaya a Balsamodendron Mukul 
compound in the treatment of Rheumatic Disorders, 


THE HIMALAYA DRUG CO., 251, D. Naoroji Road, BOMBAY 1. (india) 
makers of the world’s pioneer Kauwtgia Hypotensive—SERPINA 


Antibiotics : ° Surgical Ligaturess 
Chemotherapeutics : 4 Catguts 
Vitamins : Mersilk 
(Distributors ° Mersilene 
in Southern & “4 
Eastern India ) bd Adhesive Plasters 
& Elastic 
Crystalline and Leukoplast 
Procaine > Leukolastie 
Biciilia Handyplast 
Keep Pace Shark Liver Oil : : Absorbent Cotton Wool 


With the march 
of medicine 

WITH A WIDE RANGE OF 
PHARMACEUTICALS & 
SURGICAL REQUISITES: 


POR DISTRIBUTION TO THE TRADE. 
MEDICAL PROFESS/ON 


Admin Liesid Bandage 
° G 


4ND INSTITUTIONS 


PARRY & CO. LTD.. 


MADRAS PF. B. No. (2 
CALCUTTA PF. B. No. 208 
BOMBAY P. 8. No. 506 
MEW OELHI P No. 172 


Vol. 27, No. 8 


Each tablet contains in groans) 
Exts. Moringa 0.25 
(a 
“tg 
Lint 
NSS 


OCTOBER 16, 1956 


slowly withdrawn. Three ml. of blood readily 
flowed into the syringe within 15 seconds. As 
the blood of the newborn baby is highly viscous, 
at the time of withdrawal, absolute dryness of 
the syringe was scrupulously maintained to pre- 
vent the clumping and clotting. Bleeding was 
stopped by pressing the area with a dry sterile 
cotton swab for 2 to 3 minutes. Several prickings 
at one site were carefully avoided. 

Haemoglobin estimation, erythrocyte count 
and reticulocyte count were done according to 
techniques described by Napier and Das Gupta 
(1945). But it needs mentioning that in case of 
newborn babies the blood was kept in the acid 
solution for one hour instead of half an hour as in 
the case of the mothers. Haemoglobin value was 
standardised against the value of the whole blood 
iron according to Wong’s method (Hoffman, 1941). 

Barnes et al (1948) found that about 5 per 
cent of plasma remains trapped in the red cell 
column even after centrifugalisation of the haema- 
tocrit tubes. So the true red cell volume should 
be calculated by multiplying the red cell column 
in the tube by the factor 0°95. Mollison et al 
(1950) derived the venous haematocrit value from 
the observed packed cell volume using the formula 
Pev-2 multiplied by 0°95. The unit 2 was arbi- 
trarily chosen to avoid difficulty in reading the 
top margin of the red cells. 

In the present series it was found that the 
height of the white layer and the mixed layer was 
not the same in most of the cases, as a result the 
subtraction of unit 2 from the observed packed cell 
volume (including white layer) might not represent 
the uniform reading of red cell column. So where 
this difficulty was encountered the mid-point of the 
mixed layer was taken to be the reading of the 
red cell column. That reading was then multiplied 
by 0°95 to calculate the corrected haematocrit 
value. Where the pink upper margin of the red 
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cells could be easily demarcated from the white 
layer, reading of that point was multiplied by 0°95. 
As M. C. V. and M. C. H. C. are intimately re- 
lated with the determination of true red cell 
volume per cent—five per cent of plasma trapped 
in the cell column will raise.the haematocrit value 
and thus will vitiate the calculation of the abso- 
lute values. Hence it was thought imperative to 
express haematocrit value as ‘‘corrected haemato- 
crit’. 


RESULTS AND DISCUSSION 


Haemoglobin on the Ist day—Results are 
shown in Table 1 and Table 3. Average haemo- 
globin value of the newborn babies on the first 
day was 17°18+1°13 g. per 100 ml. of blood with 
the coefficient of variation of 6 per cent. 95 per 
cent of the results were within the range of 
14°92 g. to 19°44 g. per 100 ml. of blood. The 
results in Table 3 indicate that average haemo- 
globin level of the mature baby on the Ist day 
in the present series agrees with average haemo- 
globin value calculated from the data of other 
workers. But their results show wide range of 
variation (13°1 to 23 g. per cent). This difference 
may be due to the fact that some of the babies 
have been examined within one hour to one and 
a half hour of their birth when the haemopoietic 
system and the haemodynamics of the babies were 
unstable. Gairdner et al (loc. cit.) observed 20 g. 
haemoglobin per 100 ml. of blood within 24 hours 
which is higher than the present series. He, how- 
ever, did not mention about the standard devia- 
tion or the range of variation. Mollison and Cut- 
bush (1949) found the average haemoglobin to 
be 18°6 g. per 100 ml. on the Ist day with the 
S.D.+2 g¢., ie., CV was +11 per cent. Anderson 
and Ortman (1937) calculated the coefficient of 
variation to be more than 12 per cent on their 


TABLE 1—SHOWING HAEMATOLOGICAL VALUES OF MATURE BABIES OF NORMAL MOTHERS (50 CASEs) 


Mean value 


First Day 


Hb. g. 17-18 1-13 
R.B.C. (mill.) 5-01 0-33 
CV. 54-55 3-3 
M.C.V. (cp) 107-2 4-05 
M.C.H. (yy) 33-8 1-33 
M.C.H.C. (%) 31-4 1:31 
Reticulocyte (%) 49 

(2-7-6-8) 


S.D.=Standard deviation 


3 


Fourth Day 


Vv. Mean value S.D. 


6-0 16-05 0-92 54 
65 471 0-34 74 
6-05 49-9 3°52 7-0 
40 105-0 3-75 35 
3-1 339 15 46 
41 31:8 1-49 46 
1-2 
(0-4-3-0) 


C.V.=Coefficient of variation 


Ab. 


ic 
. 
» 


286 INDIAN NEWBORN—DUTTA CHAUDHURI AND CHAUDHURI J. INDIAN M. A., VOL. 27, NO. 8 


TaBLE 2—SHOWING THE AVERAGE HAEMOGLOBIN, ERYTHROCYTE AND HAEMATOCRIT VALUES OF MATURE 
BABIES ACCORDING TO BIRTHWEIGHT 


The present series (venous blood) Mackay’s series (capillary blood) 


No. of 


Birthweight Hb. g.% R.B.C./mill Het. Birthweight of Hb.%  *Hb.g. % 
cases cases 
8 Ib.—8 Ib. 15 07. 2 18-67 5-25 56-9 8 Ib. 14 139 19-19 
7 Ib.—7 Ib. 15 7 16-35 4-71 51:5 7 Ib. 22 14) 19-47 
6 Ib.—6 Ib. 15 ... 17-3 5-04 54:8 6 Ib. 14 148 20-42 
5 Ib. 8 oz.—5 Ib. 1502. 18 17-4 5-05 55-0 5 Ib. 12 158-5 21:87 


* Haemoglobin 100 per cent —13-8 g. per cent, 


TABLE 3—SHOWING HAEMATOLOGICAL VALUES OF NEWBORN PABIES By DIFFERENT WORKERS (FROM VENOUS BLOOD) 


Dutta 
Chuinard et al Mollison Anderson 
Geleiner (1941) Smith and Octtinger Wegelius and 
et al (1951) Cutbush and Mills (1948) Ortmann Chandhuri 
(1952) (1949) al audhuri 
Male Female (1950) (1937) (1956) 
No. of cases 
Ist day vm 12 il 9 34 24 43 19 50 
4th day ose 24 9 10 50 
Hb. g. % 
Ist day 20-0 17-39 17:01 17:1 18-6+2 16-3 19-1 17°18 + 1:13 
(13-0-20-1) (12-7-24-4)  (12-7-24-4) 
4th day 18-6 16-39 17-45 16-05 + 0-92 
R.B.C, 
Ist day 5°81 4-66 4-65 4-86 4°58 5-19 5°01 +0-33 
(3-67-6:1) (3° 1-5-6) (4-2-6-85) 
4th day ane 5-67 4-78 4-56 4-71+0-34 
Haematocrit 
Ist day 63-0* 46-09 45-6 58 (38-70) 56-9* 54°55 + 3-3* 
4th day 57-0* 43-27 44-78 55-0 49-9 +3-75 
M.C.V. cp 
Ist day 108-0 99-0 99-36 110-0 107-2 +4-02 
4th day 99-3 90-88 98-02 105:0 +35 
M.C.H. (yy) 
Ist day 34:5 37°34 35°88 33-8 +1-38 
4th day 329 346 38-16 33-9 +1-58 
M.C.H.C. % 
Ist day 32-6 31-4 +1°31 
4th day 33-0 31-8 41-49 


* Corrected haematocrit. 


data, but it is only 6 per cent in the present series. 
Thus the haemoglobin values 17°18 g. +1°13 g. 
on the day of birth of the newborn baby as 
observed in the present series is significant. 
Haemoglobin on the 4th day—The average 
haemoglobin value of the newborn babies was 
16°05+0°92 g. per 100 ml. The coefficient of 
variation being 5°47 per cent most of the results 
were within the limit of 14°2 to 17°89 g. per cent. 
Thus fall in the haemoglobin level on the fourth 


day was evident and it was significant. This trend 
of fall was also experienced by Chuinard et al 
(loc. cit.) and Gairdner et al (loc. cit.) who 
observed 16°92 and 18°6 g. per 100 ml. of blood 
respectively on the 4th day. The average fall in 
this series was 1°13 g. per 100 ml. of blood on 
the 4th day, the maximum being 3 g. and minimum 
being 0°66 g. per 100 ml. of blood. Gairdner et 
al (loc. cit) recorded an average fall to be 1°4 g. 
per 100 ml. of blood. The fall was 66 
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per cent of the first day’s haemoglobin value in 
the present series and 7°0 per cent in Gairdner’s 
series. Chuinard et al (loc. cit.) recorded a rise 
of 0°44 g. haemoglobin per 100 ml. of blood in 
female babies and fall by 1°0 g. amongst the male 
babies. This was not the case in the present 
series. Moreover, in Chuinards’ series erythro- 
cyte count and haematocrit values of the male and 
female babies on the 4th day were not consistent 
with their haemoglobin values as shown in Table 
3. Vahlquist (1941) quoted by Mollison (1951) 
observed a rise of haemoglobin (18°4 g. per cent 
to 194 g. per cent) on the 6th day. It is rather 
difficult to explain this rise when all workers 
(working with venous blood) including the present 
authors, observed a tendency towards fall on the 
4th day. 


Erythrocyte count on the Ist day.—The average 
erythrocyte count was 5°01+0°33 million per c. 
mm. of blood. The coefficient of variation was 65 
per cent. 95 per cent of the values lie between 
4°34 to 5°67 million per c.mm. of blood. Smith 
(loc. cit.) quoted the average red cell count to be 
5°2 million per c. mm. of blood with a range of 
38 to 61 million. Chuinard et al (loc. cit.) re- 
corded an average 4°66 million erythrocyte count 
per c. mm. of blood from the study of 10 male 
and 10 female newborn babies. On the other hand, 
Gairdner et al (loc. cit.) observed the average 
erythrocyte count to be 5°81 million per c. mm. of 
blood. None of the workers did mention the 
standard deviation. Berg (1945) suggested . that 
under the normal conditions of careful counting 
the standard deviation should be 0°39 million red 
cells and coefficient of variation should be 7°8 per 
cent in a 5 million red cell count. Hence the 
erythrocyte count 5°10+0°33 of the present series 
with C. V. 65 per cent may be considered as 
standard erythrocyte count of normal neonates on 
their first day of life. 


Erythrocyte count on the 4th day—Average red 
cell count was 4°71+0°34 million per cubic milli- 
meter of blood with coefficient of variation of 7°4 
per cent. Most of the results varied between 4°03 
to 5°39 million per c. mm. of blood. The average 
fall was 0°3 million per c. mm. of blood. This 
fall was found to be statistically significant. Gaird- 
ner et al (loc. cit.) recorded 5°67 million of red 
cells per c. mm. of blood. The average fall was 
0°14 million and the fall was 2°8 per cent while 
it was 56 per cent in the present series. 
Chuinard et al (loc. cit.) observed fall among the 
female babies but rise among the male babies. But 
the average value of erythrocyte remained same 
(4°67 million) as on the first day. This discrepancy 
may be due to the fact that they did not examine 
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the same baby on the first and fourth day of their 
life in all of their cases (Table 3). 

Haematocrit value on the first day (Tables 1 
and 3)—The average corrected haematocrit value 
was 5455+33 per cent with the coefficient of 
variation 6°05 per cent. Most of the values lie 
within the range of 48°1 to 61°0 per cent. Gairdner 
et al (loc. cit.) and Mollison and Cutbush (1949a) 
recorded the average corrected haematocrit value 
to be 63°0 and 56°9 per cent respectively. Their 
haemoglobin values and erythrocyte counts were 
also higher than the present series. Smith (1951) 
quoted from Brown that the average haematocrit 
value on the first day was 58 per cent with a range 
of 38°0 to 70°0 per cent which was no doubt a 
wide range. If this value was to be corrected for 
trapped plasma multiplying by the factor 0°95, the 
corrected figure should have been 556 per cent 
which more or less agrees with the present result. 
He concluded that the reasonable range of haema- 
tecrit value should be 46 to 60 per cent, i.e., if 
corrected 43°7 to 57 per cent. Chuinard et al (loc. 
cit.) recorded average haematocrit value to be 
45°85 per cent which was even lower than our 
minimum haematocrit value ; they however used 
only potassium oxalate powder as anticoagulant 
which might have caused the shrinkage of the red 
cells. Regarding the standard deviation or co- 
efficient of variation, all other workers were silent. 
Wintrobe (1946) found the coefficient of variation 
of the normal adult haematocrit value to be 71 
per cent, while it was only 6°05 per cent in the 
present series. Hence the haematocrit value 
54°55+33 per cent may be considered as signifi- 
cant value on the first day of life. 

Haematocrit value on the fourth day—The 
average haematocrit value on the fourth day was 
49°9+3°52 per cent with the coefficient of varia- 
tion 7°0 per cent. The average fall was 4°7 per 
cent. This fall was found to be significant. 
Jairdner et al (loc. cit.) and Chuimard et al (loc. 
cit.) observed the decline on the fourth day, and 
the average fall was 6°0 per cent and 1°85 per cent 
respectively in their series. 

Mean corpuscular volume on the first day 
(Tables 1 and 3)—Mean corpuscular volume of 
the newborn babies was 107°2+4°05 cubic microns. 
The coefficient of variation was 4 per cent. The 
values lie between 99°1 and 115 cubic microns. The 
value of M.C.V. was observed by Gairdner et al 
(loc. cit.) and Smith (1951) to be 108 and 110 
cubic microns respectively. Chuinard et al (loc. 
cit.) recorded the average M.C.V. to be 99°1 cubic 
microns, Wintrobe (loc. cit.) found the average 
M.C.V. to be 107 cubic microns from the capillary 
sample of blood with the variation + 10 cubic 
microns. With capillary blood Mukerjee (1940) 
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(loc. cit.) and Horen (loc. cit.) recorded the mean 
corpuscular volume to be 104 and 95'5 cubic 
microns respectively. But Mukerjee (1944) using 
capillary blood with the same technique under 
identical conditions observed M.C.V. to be 83°0+ 
1°5 which was in no way different from that of 
an adult. It is rather surprising and difficult to 
explain. 

Mean corpuscular volume on the fourth day.— 
Like the other haematological values M.C.V. of 
neonates show the decline on the fourth day. 
Gairdner et al (loc. cit.) recorded fall by average 
92 cubic microns while the present workers ob- 
served only 2°0 cubic microns fall. This was due 
to the difference in the degree of fall in erythrocyte 
count. Wintrobe (1946) also found 2 cubic 
microns fall. When the present data was statis- 
tically treated the fall was found to be significant. 
So out of 100 newborn babies at least 95 babies 
would manifest a fall of M.C.V. on the fourth 
day. 

Mean corpuscular haemoglobin (Tables 1 and 
3).—The average haemoglobin content of each 
erythrocyte was 33'84+1°38 micro micrograms on 
the first day and 33°9+1°'5 on the fourth day. The 
coefficient of variation was 3°1 and 4°1 per cent 
respectively. The values ranged between 30°9 to 
36°6 micro micrograms. 

Unlike the other values it did not show any 
decline on the fourth day. All the workers men- 
tioned in Table 3 observed similar results. ‘Thus 
the observation indicates that red cells of a new- 
born baby are always normochromic. 

Mean corpuscular haemoglobin concentration 
(Tables 1 and 3)—The average mean haemoglobin 
concentration of the red cells was 31°4+1°31 per 
cent on the first day and 31°8+1°49 per cent on 
the fourth day. The results were similar on both 
the days, The range of variation was 28°78 to 
35°78 per cent which was within the accepted nor- 
mal range (32 to 36 per cent). These findings 
were in agreement with the findings of workers 
like Gairdner et al (loc. cit.) who found 
the average M.C.H.C. to be 326 per cent on 
the first day and 33°0 per cent on the fourth day. 
Chuinard et al (loc. cit.) recorded high normal 
values like 37°5 per cent and 39°5 per cent on the 
first and fourth day respectively. Horan (loc. cit.) 
found the average M.C.H.C. to be 32°7 and 331 
per cent on the first day and fourth day from 
capillary blood. These results indicate that red 
cells at birth are fully saturated with haemoglobin. 

Reticulocyte count (Tables 1 and 3)—The aver- 
age reticulocyte count of the babies on the first 
day was 4°9 per cent. The value ranged between 
2°7 to 68 per cent. The reticulocyte count gradu- 
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ally fell down to 1°2 per cent on the fourth day, 
the range being 0°4 to 3°0 per cent. Gairdner et al 
(loc. cit.) also recorded 3°9 per cent reticulocyte 
count on the first day and 1°3 per cent on the 
fourth day. 

Birthweight and haematological values (Table 
2)—Table 2 shows that haematological values were 
not significantly affected by the difference in 
birthweight when the gestation period varied from 
39 weeks to 41 weeks. Here the babies belonging 
to weight group (7 lb. to 7 Ib. 15 oz.) show the 
lower normal values such as Hb, 16°35 g. per cent, 
red blood cells 4°67 million per c. mm. and haema- 
tocrit 50°9 per cent. It was also evident that 
babies of higher birthweight (8 lb. to 8 lb. 15 oz.) 
group did not show lower values though Mackey 
(1933) suggested that haemoglobin level on the 
first day of birth varied inversely as the birth- 
weight. 


COMMENTS 


The observations done so far show that the 
haematological values in the prenatal period are 
essentially different from that of an adult. A new 
born baby has more haemoglobin and more 
red cells of larger size. Another peculiar feature 
is that the haematological values of the newborn 
babies manifest a fall on the fourth day except in 
M.C.H. and M.C.H.C. 

This interesting feature of neonatal haemato- 
logy must have an intimate relationship with 
foetal haemopoiesis in the intra-uterine as well as 
in the extra-uterine life. Whether the latter is a 
continuation of the former or both of them are 
quite different in nature and the factor or factors 
which modify the haemopoiesis at this stage, are 
yet to be determined. 


The foetal haemopoiesis starts working in the 
mesenchyma of the yolk sac when the foetus is 21 
days old. At the age of three months of intra- 
uterine life, the liver and the spleen act as blood- 
forming organs. The hepatic haemopoiesis con- 
tinues and becomes maximum at 38 weeks of 
intra-uterine life as shown by the presence of maxi- 
mum number of haemopoietic foci in the liver of 
38-weeks-stillborn babies (Langley, 1951). From 
the 5th month of foetal life the bone marrow takes 
up the function of erythropoiesis with its limited 
capacity till the foetus is born. As the foetal blood 
is only 65 per cent saturated with oxygen, the 
haemopoietic system is stimulated to produce more 
haemoglobin and erythrocytes, and thus upto 38 
weeks both extramedullary and medullary haemo- 
poiesis become active to meet the demand. After 
this period the bone marrow seems to have taken 
up the function as evidenced by high normoblastic 
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reaction (60 per cent) of the bone marrow at birth 
(Shapiro and Bassen, 1941), The hyperactivity of 
bone marrow may be responsible for high output 
of haemoglobin and erythrocytes in the system. 

Changes in the extra-uterine life—Any discus- 
sion about neonatal haematology is incomplete if 
the spectacular change in the haemodynamics of 
the neonates associated with birth is not con- 
sidered. As soon as the baby is born and the 
umbilical cord is tied it cannot subsist as a bio- 
logical parasite. With the respiratory activity, 
the baby becomes physiologically an independent 
being. It is the findings of workers of neonatal 
haematology that the value of erythrocyte, haemo- 
globin concentration and haematocrit values are 
higher in blood on the first day than that obtained 
from the cord blood. The haematological value of 
the cord blood, however, represents the value in 
a baby before its birth. 

When the placenta and cord are not separated 
from the mother or in other words just at birth 
100 to 140 ml. of blood remain in the cord and 
placenta and thereby outside the body of the 
foetus. So it is expected that the haemoglobin 
value per 100 ml. of blood should be the same 
both inside the body and in the cord at that time. 
The rise of haemoglobin concentration, erythro- 
cyte count and haematocrit value within a few 
hours after birth cannot be explained on its 
getting back its own blood from the cord and 
placenta. This rise may be due to haemoconcen- 
tration or due to increased erythropoiesis at that 
time. Demarsh et al (1942) and Mollison and Cut- 
bush (loc. cit.) observed the efiect of timing of liga- 
tion of the cord and suggested that clamping of 
the cord after cessation of pulsation, raised the 
haemoglobin by 2 to 6 g. per cent on the first day, 
and there was also rise in packed cell volume 
with diminution of plasmacrit. Mbollison (1951) 
observed that this was due to extrusion of plasma 
from the blood. On the other hand, Chuinard et 
al (loc. cit.) and Gairdner et al (loc. cit.) recorded 
the postnatal rise even when the cord was clamped 
early. This change, the latter authors thought, 
was due to readjustment of the whole body fluid 
after birth leading to seepage of plasma water to 
adapt itself to extraneous circumstances. On the 
other hand, WegeliuS (1948), quoted by Smith 
(1951), was of the opinion that this rise was due 
to increased erythropoiesis as a result of anoxaemia 
produced by the increased demand for oxygen 
consumption by the baby. This assumption 
seems to have no direct evidence. Mollison (loc. 
cit.) suggested that extra-uterine adaptation be- 
came stable at least three hours after birth. 
Hence it can be assumed that haematological 
investigation will furnish consistent and repro- 
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ducible results after 3 hours of birth. In this 
work therefore blood was drawn from the new- 
born infants after 6 hours but within 24 hours to 
establish the normal data on the first day of birth. 

The discussion so far indicates that the haema- 
tological values on the first day of life may be 
handicapped by two limitations. The first one is 
the absence of any consensus of opinion and 
practice about the early or late ligation of the 
cord among the obstetricians. The second one is 
the degree of readjustment of the body fluid in 
the neeonatal period which is not uniform in all 
the cases. 

Macrocytosis of neonatal red cells—Erythro- 
cytes of newborn babies are macrocytic. Accord- 
ing to Wintrobe (loc. cit.), M.C.V. of the foetus 
of 120 days is 130 cu, and it gradually decreases 
as the foetus grows. Van Crevald (1932) and 
Dutta Chaudhuri (1936) recorded mean diameter 
of red cells to be 84, and 7°48+0°44u respectively 
in the perinatal period by Price Jones’ curve 
method. The works of Hurtado et al (1945) and 
Prader et al (1950) suggested that anoxaemia in 
the intra-uterine life may be the cause of macro- 
cytosis as the dwellers of high altitude and infants 
with cyanotic heart disease show an increased 
M.C.V. But it fails to explain the gradual dimi- 
nution of the size of the cells in the latter months 
of foetal life when the oxygen saturation is 
still lower. Langley (loc. cit.) observed some 
correlation between the large erythrocytes and 
hepatic haemopoiesis. He is of opinion that these 
large cells are derived from the liver, and they 
gradually disappear from foetal blood in later 
months of pregnancy and are replaced by smaller 
cells originating in bone marrow frem the 5th 
month onwards. The simultaneous presence of 
large and small cells in the blood smear at this 
stage of life lends support to this hypothesis. 

Fall on the fourth day—The progressive fall 
of haemoglobin, erythrocytes, haematocrit value, 
and M. C. V. on the 4th day represents an inte- 
resting feature of neonatal haematology. ‘This 
decline is found to be statistically significant. 
Parson (1933) postulated the idea of excessive 
haemolysis following birth. Davidson et al (1941) 
put forward the explanation that excessive haemo- 
lysis may be due to sudden release of anoxaemia. 
The mechanism of the destruction of the red cells 
by oxygenation in vivo, however, is not under- 
stood. Josheps (1932) forwarded the theory of 
diminished production of erythrocytes during the 
first week of life. His theory has been corrobo- 
rated by bone marrow study of the neonates of the 
first day and seventh day by Shapiro and Bassein 
(loc. cit.) and Gairdner et al (loc. cit.). The nor- 
moblast in bone marrow gradually fell from 32 
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per cent to 12 per cent on the 7th day in former 
workers’ series and from 43 per cent to 8 to 10 
per cent on the 7th day in the latter’s series. 
Fall of reticulocyte count from 6 per cent to 0°3 
per cent also indicates diminished erythropoiesis. 
Langley (loc. cit.) suggests that this postnatal fall 
is due to recession of extramedullary haemopoiesis 
after birth ; as a result of this large number of 
cells of bigger size orginating from the liver dis- 
appear from the circulation. Barcroft (1946) 
hinted that the rapid disappearance of foetal 
type of haemoglobin from the circulation after 
birth might be one of the factors responsible for 
the fall in the haemoglobin value on the 4th day. 


SUMMARY 

Findings on the haematological investigations 
made on venous blood from fifty mature newborn 
babies of normal mothers are recorded. 

All the haematological values other than 
M.C.H. and M.C.H.C. showed statistically 
significant fall on the fourth day, the average 
values on the first day being: Haemoglobin— 


1718+1°'13 g. per cent, erythrocyte—5'01+0°33 
million per c.mm., haematocrit—54'55+3°3 per 
cent, M.C.V.—1072+405 cu., M.C.H.— 


33°8+1°33 yy, M.C.H.C.—31°4+1°31 per cent and 
reticulocytes—4'9 per cent ; and on the fourth day 
haemoglobin—16'05+0°92 g. per cent, erythro- 
cytes—4'71+0°34 million per c.mm., haematocrit 
—49°9+352 per cent, M.C.V.—105°0+3°75 cy., 
yy, M.C.H.C.—31'8+1°49 
and reticulocytes—1°2 per cent. Red cells of 
newborn babies of normal mothers were always 
macrocytic and normochromic. 

The method of correction of haematocrit read- 
ing for trapped plasma in the cellular column has 
been described. 

The haemoglobin, erythrocyte count, and 
haematocrit values on the first day of life were 
found to have no relationship with the birthweight 
of mature babies when the gestation period varied 
from 39 weeks to 41 weeks. 

Possible factors responsible for the variation of 
the haematological values have been discussed. 
The possible explanations for the fall of haemato- 
logical values on the fourth day have been 
suggested. 
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CASE NOTES 


A CASE OF LEPROSY MISTAKEN FOR 
NERVE TUMOUR 


N. MUKERJEE, M.8.8.s., D.7.M., D.P.H. (CAL.), 
Officer-in-Charge, 
AND 
SUKUMAR GHOSH, M.8.B.s., D.1.M. (CAL.), 


Assistant Research Worker, 
Leprosy Research Department, 
School of Tropical Medicine, Calcutta. 


In November, 1955, a businessman, aged 22 
years, attended the Out-patient Clinic of the 
Leprosy Research Department, School of Tropical 
Medicine, Calcutta, with the following history : 

About 10 years back in 1945 while playing 
football he received an injury on the dorsum of 
the right foot resulting in an ulcer. The ulcer, 
however, healed up but the part became anaes- 
thetic. The anaesthesia gradually spread over the 
foot, but he did not notice any change in the 
colour of the skin. On medical advice, he had 
some external application but without any relief. 
Later on, he developed some stiffness with slight 
swelling of the right ankle joint and a small sore 
developed on the right heel. 


About August 1955, he was admitted into a 
hospital with a trophic ulcer, anaesthesia and foot- 
drop for removal of the tumour of the sciatic nerve. 
An exploratory operation was performed. The 
sciatic and popliteal nerves were found to be 
thickened and many fusiform swellings were 
noticed. On incision of one of the swellings, 
caseous material came out which led to the suspi- 
cion of leprosy, and the wound was closed. 


On examination there was right foot-drop, with 
a trophic ulcer on the right heel. There was 
also wasting of the muscles of the right leg, 
specially of the extensors. 


A hypopigmented ill-defined anaesthetic patch 
was present extending from the dorsum of the 
right foot upto the lower third of the right leg. 
Small ill-defined hypopigmented anaesthetic 
patches were also present on the left forearm and 
the right ear. Loss of sensation to light touch and 
pin-prick was present in the whole of the right 
foot and a small distal portion of the right leg. 
There was thickening of right posterior tibial, 
right lateral popliteal and right great auriculur 
nerves. 


Smears from the skin lesion, ulcer and the 


nose by routine slit and scrape technique were 
negative for M. leprae. 


DIAGNOSIS 
The patient was diagnosed as a case of leprosy and 
classified as maculoanaesthetic form of non-lepromatous 
type of leprosy with polyneuritic changes (MA,P,). 


COMMENTS 


Possibility of leprosy should be remembered before 
diagnosis of a nerve tumour or neurofibroma is made. 
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ARSENICAL ENCEPHALOPATHY 


S. S. MANCHANDA, »_. (PB.), M.R.c.P. (ED.), 
D.C.H. (LOND.), 
Assistant Professor of Paediatrics, 
Medical College, Amritsar. 


The following case of arsenical encephalopathy com- 
plicating oral acetarsol therapy is reported for it is not 
sufficiently appreciated that oral arsenical preparations 
such as acetarsol may at times prove as dangerous as 
parenteral preparations. 


CASE REPORT 


J. S., a 14 year old male, weighing 80 lb., was 
admitted with history of dry cough occasionally 
attended by mucoid expectoration for 5-6 months, 
irregular fever for 2 months, loss of weight and 
appetite for 1 month, and weakness for 1 month. 
There was nothing significant in the family or 
social history. The patient suffered from no signi- 
ficant illness in the past except an attack of 
typhoid fever some 4 years ago. 

On examination he looked thin, emaciated, and 
moderately anaemic. There was, however, no 
other selective deficiency pattern. The tempera- 
ture was 101°F, ‘respiration 18-20/p.m., pulse 
84-88/p.m., B.P. 110/70 mm. Hg. Auscultation 
of the chest revealed scattered crepitations on both 
sides. There was no other abnormality in any 
other system. 

Laboratory investigations: Blood was examined 
(Table 1). W.R.—negative, x-ray chest—heavy 
striation in both lungs with mediastinal widening. 
Mantoux was positive 1 in 1000. Sputum, urine 
and stools—no abnormality. 

A diagnosis of eosinophilia lungs was made. 
The patient was put on acetarsol tablets orally— 
1 tablet (4 gr. each) three times a day. All seemed 
to go well clinically and haematologically (Table 1). 

There was relief in cough ; temperature, how- 
ever, was not significantly affected. Tetracycline 
orally was started and the temperature came down 
from 103°F to 100°F. On 12-2-56 (7th day of 
acetarsol therapy) the patient was improving, 
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TABLE 1—SHOWING BLOOD PICTURE BEFORE AND AFTER THERAPY 


Hb. W.B.C. / 
(g. %) ¢.mm, 
4-2-56 (before treatment) ... 9 20,050 
8-2-56 (4th day of treatment) 11,800 
10-2-56 (6th day of treatment) 7,400 
26-6-56 9,550 


looked happy and had no complaints. In fact, he 
was being considered for discharge and to con- 
tinue treatment under observation at the children 
clinic. Quite unexpectedly at about 3 P.M. when 
he was talking to his parents sitting in the hospital 
garden, he felt warm, complained of headache 
and within a few minutes started having gene- 
ralised convulsions and soon became unconscious. 
He was picked up and brought into the ward. 
Convulsions continued for some half an hour and 
unconsciousness deepened. He vomited 5-6 times 
during the night. Fundi—normal. The C.S.F. 
(% hour after the episode) was clear, with in- 
creased tension, protein, 50 mg. No other abnor- 
mality chemically or microscopically was present. 


Acetarsol was immediately stopped. Dehydra- 
tion regime with hypertonic I.V. glucose, saturat- 
ed Mag. Sulph. rectally, sedatives and massive 
doses of vitamin B complex and ascorbic acid were 
given. All this made no difference and by the 
next morning his condition rapidly deteriorated— 
coma further deepened with complete loss of 
sphincter control. Pupils were, however, normal 
and reactive. Deep jerks were brisk with extensor 
plantar response. Throat was slightly congested. 
The patient passed 3 loose stools and had two 
further convulsions. There was no_ clinical 
jaundice nor erythema or any other exanthem. 
B.P. was 150/95 mm. Hg. 


Respiration was noisy with Cheyne-Stokes 
breathing. The profound coma, grunting breath- 
ing with death rattle and loss of swallowing reflex 
with mucus collecting in the throat from bulbar 
paralysis forecast the gloomy outlook. 


With no other cause to account for coma and 
in view of arsenic therapy (21 acetarsol tablets in 
7 days) the diagnosis of arsenical encephalopathy 
seemed most likely, even though hair and nails 
revealed no arsenic and there was no abnormality 


in the urine. Liver function tests—normal. 
B.A.L. was started some 16 hours after the 
episode. There was no significant improvement 


for the next 24 hours. Cortisone 100 mg. I.M. 
stat, 25 mg. 8 hourly was added at this stage some 
40 hours after the acute episode and one day after 


B.A.L. 


Absolute §Polymorphs Lymphocytes Monocytes Eosinophils 
eosinophil : 
count /c.mm. per cent 
9,820 34 17 0 49 
5,074 34 20 3 43 
2,072 23 45 4 28 
35 61 1 3 
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For another 2 days after this combined treat- 
ment, there was no significant improvement and 
the patient literally struggled between life and 
death, especially as throat secretions threatened 
suffocation. Repeated throat suction and oxygen 
administration, however, kept him going. 

On the third day, he took a new turn, throat 
secretions lessened, breathing became quieter and 
easier and pinching the leg elicited response. 
Tendon jerks were no longer brisk, the right 
plantar became flexor, left showed no response. 
Cortisone, B.A... along with hypertonic glucose 
I.V. and saturated Mag. sulph. rectally and 
vitamins B complex and C were continued. The 
patient maintained steady improvement and was 
mentally clear on the 8th day of B.A.L. and 
cortisone therapy. He could feed himself, dress 
and undress. He was once again his normal self 
except feeling somewhat weak and complaining of 
headache and some tenderness in the right leg. 

The total dose of cortisone (from 14-2-56 to 
23-2-56) was 812.5 mg. and that of B.A.L. (from 
13-2-56 to 19-2-56) was 26 c.c. 

The patient has been followed weekly up-to- 
date. He has no complaint and there are no 
abnormal findings in any system. Liver function 
tests, urine analysis repeatedly proved normal. 


DISCUSSION 


Arsenical encephalopathy, though rare, is a grave 
complication of treatment with arsenobenzene derivative. 
There is no way to anticipate it. It comes with little or 
no warning. Though it occurs apparently without rela- 
tion to age or sex, the younger ones are said to be more 


prone. Alcoholism and pregnancy may act as predispos- 
ing factors. Pathologically it is haemorrhagic encephalo- 
pathy. 


Acetarsol is a synthetic organic pentavalent arsenical. 
Although it is given by mouth it is capable of giving 
rise to the same group of toxic manifestations that 
follow I.V. arsphenamine. Its effective dose nearly equals 
the toxic dose. 


SUMMARY 


A case of arsenical encephalopathy following oral 
acetarsol and resulting in complete recovery is reported. 
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THE PROBLEM OF NORMALITY 


It has been suggested by an eminent person 
of the engineering profession that realisation of 
our ignorance is the most significant discovery of 
the present century. The statement though not 
without an element of surprise in it will neverthe- 
less be accepted with due humility by students 
everywhere. In the past few decades many a 
hard core of our accepted beliefs, like Humpty 
Dumpty, had a great fall; ‘normality’ is only a 
minor casualty. The expression normality is in 
common usage not only in sciences like medicine 
and psychiatry but it also makes incursions in 
subjects like ethics and economics; yet we find 
it not easy to define. Definitions of normality, 
judged in their diverse context, may be broadly 
classified into two categories. First, an event 
may be considered normal if it occurred most often 
under similar circumstances. Another type of 
definitions, mostly used in social sciences and the 
humanities, relies for its recognition on the 
strength of social acceptance of acts and values. 
It may not be denied that the latter category of 
definitions is based on the former, unawares 
though, and for this reason it deserves viewing 
somewhat more critically. 


A definition of normality constructed on the 
frequency of occurrence is essentially statistical 
in nature, involving the use of the concept of 
probability. The norm thus arrived at is the 
aggregative tendency in a set of events of similar 
nature ; it is merely an index of the observations 
already made and which may be profitably used 
as a clue for foreseeing the future. I¢ is exactly 
here that we encounter the danger which may 
arise out of any rigid use of this concept. The 
average (normal ?) height of the Indians may have 
remained, say, 5’ 6” for the last thousand years, 
but this fact in itself is no guarantee for the index 
to remain unaltered for all time to come. Norms 
pertaining to vital statistics, incidence of a 
particular disease, natural endowments, etc., have 
been observed changing in magnitude and dimen- 
sion. A statistician with an assuring nod might 
add: it is for this reason that the ‘measures of 
variability’ are considered indispensable for the 
evaluation of any ‘measure of central tendency’. 
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The latter technique is employed to reveal the 
extent of homogeneity in the data in a group, 
whereas the former is meant to expose the hetero- 
geneous tendency among the data. In other 
words, if it be ventured to determine the norma- 
lity of an incident, the extent or range within 
which this specific event might be expected to 
occur needs also be stated clearly. Biologically 
speaking, normality is not a state but a phase in 
the everchanging facets of the organism. 


O.ce we accept this tentative exposition of 
normality, we may not fail to notice the semblance 
underlying the two definitions earlier mentioned. 
The norm as viewed in a frequency curve holds 
the intermediate position on the x-axis which 
extends from the minimum to the maximum possi- 
bilities of the events. That is to say, the norm 
represents the equilibrium maintained between two 
opposing forces in action. Likewise may be 
visualised the concept of normality used in the 
social context. In our accepting a specific line 
of thought or action we have to reject some others 
opposing it. The social values of human civilisa- 
tion have thus evolved out of the conflicting trends 
of views, faiths and dogmas held from time to 
time. Resistance and conflicts form not only the 
foundations of social evolution but are now held 
as implicit ingredients in psychosomatic evolution. 


It would be a truism to say that each organism 
is in a state of evolution, the nature of which is 
no longer conceived as the playways of genes. 
Biologists are of opinion that ‘‘the kind of organism 
which will develop depends not only on genes but 
also on the nature of the environment in which 
the genes exert their influence’’.’ If this be the 
fate of genes which until recently were treated 
like omnipotent micropotentates in matters of 
organismic development, we may only conjecture 
about the rest of the inherent potential factors 
responsible for development. Furthermore, works 
of Miiller, Fisher and others encourage us to rule 
out safely the possibility of evolution taking place 
‘fortutiously without the operation of selection’. 


It is admitted that the potentialities in an 
organism can survive and thrive on condition that 
these met with favourable circumstances. But the 
expression ‘favourable’ may not be fancied in the 
sense of passive pliability. Among other condi- 
tions, a minimum of resistance against the action 
is a necessary adjunct to the latter’s continuance 
and survival, though not resistance too strong to 


*ZuBeK, J. D. anD SoLperG, P. A.—Human Develop- 
ment, MacGraw Hill, 1954, 
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forestall the action. Viewing in this perspective 
we may not fail to notice that each element for 
survival, each function and structure of the 
organism has its specific opponent against which 
it has to struggle, and at the same time co- 
ordinate itself. In other words, each function of 
the organism, physical or mental, is the outcome 
of a conflict of two forces moving in opposite 
directions. Sherrington’s Law of Reciprocal Inner- 
vation and Cannon’s conception of Homeostasis 
are perhaps the most illuminating illustrations in 
this direction. The internal mechanisms are con- 
stantly alert in balancing each other’s functions 
(not to the extent of nullifying though) and the 
outcome has to match against another set of reci- 
procal co-ordinated antagonisms arising elsewhere. 
This way a hierarchy of structure and functions of 
the organism has evolved from microcellular action 
patterns to macrobehaviour patterns. It is of 
course presumed here that what we call environ- 
ment continues to participate actively in this 
process. About the complexity of the problem a 
broad hint was given by Huxley in his statement, 
*"... no single component of the evolutionary 
process can be understood without reference to 


others’’.? 


Out of the ceaseless conflicts there has grown 
another phenomenon, viz., adaptation, which con- 
tributes considerably to our understanding of the 
concept of normality. Adaptation may be a tem- 
porary phase, as it happens in long exposure of 
the eyes to bright light resulting in the raising of 
visual acuity. It may, also, be a comparatively 
durable phase giving rise to the so-called individual 
differences. Adaptation, on the other hand, if con- 


tinued over a prolonged period, may result in 


* HUXLEY, JULIAN—Evolution as a Process, George 
Allen, 1954. 
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permanent or quasi-permanent changes in the 
organism. Immunity is a suitable example. The 
topic of adaptation of the body to the effects of 
nuclear energy liberated on a large scale was dis- 


cussed in these pages recently.* 


A word about conflict. It is not in the nature 
of one nascent or quiescent state being reacted 
upon by an external or ‘aggressive’ element, but 
as both the opposing trends growing dynamic pro- 
perties gradually evolving for the benefit of the 


organism as a whole. Anyway, a pattern of con- 


flict continued over generations may finally bring 


about certain alterations in the structures, muta- 
tions if we prefer, the additive value of which may 
perhaps be appreciated only after a very long time. 
“Contrary to the earlier views of de Vries and 
Bateson and others’’ as Huxley has observed, ‘‘it 
is mainly small mutations which are of importance 
in evolution Evolutionary change is almost 
always gradual and is almost wholly effected 


through selection’’.? 


The role of conflict cum adaptation in the 
maintenance of normality in the mental field has 
received adequate treatment in the hands of ex- 


perimental psychologists and psychiatrists. 


To sum up, normal behaviour lies in the bidi- 
mensional adjustment process constantly occur- 
ring in the organism beginning with microcellular 
structures and functions evolving hierarchically to 
the macrobehaviour patterns in man as a psycho- 
somatic whole in the midst of his species and within 
the wider orbit of natural environs. Normality 
from this point of view ceases to be a static state 
and may be conceived as a limited dynamic field 
in the chain of action-reaction process. A seman- 


tist therefore may look with disapproval at our 


* Editorial—J. Indian M. A., 27: 64, 1956, 
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enquiry: is the heart normal? He may advise 
instead to remodel the querry: under the condi- 
tions can the heart take it? Whereas an answer 
to the former inquiry may be a naive yes-or-no, 
we have no language to portray the latter answer 
which would have to take cognisance of the heart 
not only as it is but also as it was in this parti- 
cular individual. On the bases of these two pieces 
of information may we be allowed to conjecture 
about its future, and this precisely is our aim in 
questioning—is the heart normal? To describe 
what we mean by normal we have not only to 
examine the structure-function continuum but 
have to take into consideration the prevailing posi- 
tion of the opposing-coordinating forces in action. 
That this is not an easy task we are well aware 
of ; ‘“‘when an organism is... in process of 
evolution, the biologist may either concentrate on 
its evolutionary history, or he may concentrate on 
its position, which is the stage of evolution it has 
attained, but he cannot concentrate on both of 
them’’.* Nonetheless we can feel the drag on 
progressive thinking when the older static concepts 
are tenaciously adhered to. Life and death, for 
instance, do not constitute a set of two unrelated 
phenomena but form a continuously functioning 
interdependent whole ; every day of our survival 
decreases the life span to that extent nearing death 


proportionately. 


In the case of man, the situation grows in com- 
plexity. Once the vertebrates reached the highest 
mammalian stage and labelled Homo sapiens, the 
mechanism of evolution ceased to be a replica of 
what we find in the lower animals. ‘‘Man is 
changing his environment ; and his problem is no 
longer how to adapt himself to the natural universe, 


but how to adapt himself to the artificial universe 


* Hopwoop, A. T.—Influence of Physical Theory on Bio- 
logical Thought, Nature, 9: 7, 1949. 
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of his own creations’’.° Animals have either to 
fight and win (inhabiting the arctic they may grow 
fur), or lose and become extinct, or flee (as birds 
migrate), But man endeavours to control his 
environment. Not only does he produce heat or 
reduce it according to his need but also may 
venture to the extent of changing the topographi- 


cal picture of the earth as by growing tree belts 


‘or by altering the course of rivers. Industrial 


revolutions have opened enormous possibilities of 
controlling nature and changing it. Would it be 
far-fetched to presume that thereby he too may be 
changing himself. The awe-inspiring technical 
changes, let us remember, have appeared very 
recently. As someone has aptly suggested that 
judged against the age of our earth, the total im- 
pact of the technical revolutions may be reckoned 
as a sudden explosive intellectual outburst on this 
planet when measured in terms of the celestial time 
scale. In the course of millions of years we have 
grown adaptability to our surroundings imper- 
ceptibly slowly and have developed ways of living 
in harmony to the abilities and capacities of the 
human organism. How the sudden changes are 
going to react on the body and the mind is a 
grave problem facing us; on its solution would 
depend the course of our future normality. To 
consider a simple instance, with the introducing 
of full-fledged automation in industry man’s func- 
tions will be gradually reduced to pushing 
buttons, and then changing gears may be con- 
sidered tantamount to heavy manual work. How 
this kind of soft living will be matched against 
the increasing amounts of vitamins and proteins 
that he may be then consuming? In the realm 
of mind neurosis is price which man pays for 
the control of his instincts in the service of a 
higher order of existence. 


* Impact of Science on Society, UNESCO, Vol. III, No. 3, 
Cybernetics and the Future of Man: R. Valleé. 
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CURRENT MEDICAL LITERATURE 


Neurological and Psychiatric Signs in Systemic Lupus 
Erythematosus 


CLARK AND Barley (J. A. M. A., 160: 455, 1956) write 
that recorded signs or symptoms of neuropsychiatric 
disease were present in the clinical records of 28 of 100 
cases of systemic lupus erythematosus. Seventeen of 
the 28 patients had evidence of psychic disturbance, and 
24 had neurological dysfunction. The onset of these diffi- 
culties was usually not associated with cortisone or 
corticotropin therapy, uraemia, hypertension, or the last 
week of the patient’s life. From a neurological stand- 
point, generalised and focal convulsions, hemiplegia, 
double vision, choked disks, polyneuritis, subarachnoid 
haemorrhage, nystagmus, vertigo, choreiform movements, 
monoplegia, paraplegia, quadriplegia, aphasia, intention 
tremor, neuropathy of facial nerve (Bell’s palsy), cortical 
blindness and the decerebrate state were noted. Psychia- 
tric findings associated with the disease were symptoms 
of anxiety associated with fear of impending disaster, 
personality changes, and memory defects. Other mani- 
festations were emotional lability, mental deterioration, 
depression, hallucinations occurring with fever, and 
paranoid and obsessive reactions. Clinical evidence of 
transient or permanent involvement of any part of the 
nervous system may appear during the course of syste- 
mic lupus erythematosus. 


Finger-nails in Chronic Hypoalbuminaemia 


MucHrcke (Brit. M. J., 1: 1327, 1956) describes a 
previously unrecorded physical finding of paired white 
bands in the finger-nails of hypoalbuminaemic patients. 

This finding is unique because it reflects a specific 
biochemical abnormality—chronic hypoalbuminaemia. 

Although white bands are most often seen in patients 
with the nephrotic syndrome, they are not specific for 
any one disease state. 

Paired white bands do not regress with vitamin 
therapy, but they will disappear when the serum albu- 
min is maintained above 2:2 g. per 100 ml. 


Rapid Test for Adrenocortical Insufficiency 


PERLMUTTER (J. A. M. A., 160: 117, 1956) in giving 
a preliminary report on the evaluation of the rapid test 
for adrenocortical insufficiency observes : 

Hyponatraemia associated with medical or surgical 
shock may be due to extrarenal salt loss or deprivation; 
this status is associated with a decreased urinary salt 
concentration. On the other hand, hyponatraemia due 
to either renal tubular damage or adrenocortical insuffi- 
ciency is associated with increased urinary saline con- 
centration. A rapid, simple test consisting of simul- 
taneous determination of the concentration sodium in the 
serum and urine by means of a flame photometer will 
differentiate between these two groups of patients with- 
out delaying the initiation of therapy. Studies to ex- 
tend this observation further and to use this method to 
predict the reserve status of adrenal function are in 
progress. 
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Abnormal Cells in Ulcerative Colitis 


BODDINGTON AND TRUELOVE (Brit. M. J., 1: 1318, 1956) 
write that examination of colonic epithelial cells by 
Papanicolaou’s method has revealed that abnormal cells 
are oiten present in uicerative colitis. 

In their most pronounced form the abnormal cells 
are mwuch enlarged and possess large nuclei with pro- 
minent nucleoli and a disturbed chromatin pattern. 
These abnormal cells may be found in any patient with 
abnormal sigmoidoscopic findings, but are most frequent 
in patients with severe disease. They are commonly 
found in patients in their first attack of ulcerative 
colitis. 

There seem to be three possible explanations for 
the occurrence of these cells: (1) they are to be ex- 
pected whenever the colonic epithelium is provoked 
into vigorous regenerative activity by extensive damage, 
from whatever cause; (2) they represent a primary epi- 
thelial disturbance in ulcerative colitis, as, for example, 
a maturation arrest due to the absence of a specific fac- 
tor necessary for epithelial development; and (3) they 
are abnormal cells secondary to severe inflammation in 
the colonic mucosa. 

The abnormal cells have many of the features of 
malignant celis, a point of interest in view of the fact 
that patients with ulcerative colitis are unduly liable to 
develop carcinoma of the colon. 


Renal Lesions of Sulphonamide Type after Acetazolamide 


GLUSIEN AND FISHER (J. A. M. A., 160: 204, 1956) 
report that a patient with Hodgkin’s disease who re- 
ceived acetazolamide (Diamox) for four days showed no 
clinical evidence of renal failure or sulfonamide intoxica- 
tion, yet at autopsy 24 days later renal lesions indis- 
tinguishable from those produced by the antibacterial 
sulfonamides were present. Occurrence of renal lesions 
following the administration of acetazolamide has not 
heretofore been reported. 


Thrombocytopenia Following Acetazolamide Therapy 


REISNER AND MorGan (J. A. M. A., 160: 206, 1956) 
report of an 85 year old man admitted to St. Luke’s 
hospital with purpura and bleeding from the rectum fol- 
lowing the use of acetazolamide (Diamox) 250 mg. three 
times a day for one week as a diuretic for congestive 
cudiac failure. Prior to this the patient had on two 
occasions shown some bleeding or bruising tendencies 
which, however, were associated with episodes of obs- 
tructive jaundice and when the prothrombin level was 
measured it was found to be low. There was no labora- 
tory evidence then of thrombocytopenia. The bleeding 
tendencies subsided promptly when the jaundice and 
hypoprothrombinaemia were relieved and may thus just- 
ly be attributed to that cause. The bleeding on the 
last admission is directly attributable to thrombocyto- 
penia and on clinical ground one could at once suspect 
acetazolamide (Diamox). 


Evaluation of Drugs for Protection against 
Motion Sickness 
The following is the summary of the report of study 
by army, navy, airforce motion sickness team on the 
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evaluation of drugs for protection against motion sick- 
ness aboard transport ship: 

Twenty-six compounds have been tested against sea- 
sickness in soldiers and airmen crossing the North 
Atlantic aboard troop transport ships. A total of 16,920 
subjects completed the experiment. Three compounds, 
cyclizine (Marezine) hydrochloride, meclizine (Bonamine) 
hydrochloride, and promethazine (Phenergan) hydro- 
chloride, were tried at two ditferent dosage levels, mak- 
ing a total usage of 29 drugs and a placebo. Fourteen 
of the drug regimens gave significant protection at the 
1 per cent probability level: meclizine, three times and 
one time daily; cyclizine, three times and two times 
daily; promethazine, three and two times daily; and 
N-benzhydryl-N-m-methylbenzylpiperzine (UCB 158) ; 
benztrupine (Cogentin) methanesulfonate; _buclizine 
(Vibazine) hydrochloride ; ethopropazine (Parsidol) hydro- 
chloride; dimenhydrinate (Dramamine) ; diphenhydramine 
(Benadryl) hydrochioride; 1-methyl-4-amino-N’-phenl-N’- 
(2'-thenyl)-piperidine tartrate (Sandostene) ; and phenira- 
mine (Trimetone) maleate three times daily. 

Of the effective agents, use of 50 mg. of meclizine, 
once or three times daily, 50 mg. of cyclizine, three times 
daily, and 25 mg. of promethazine, three times daily, 
was significantly more effective than use of other drug 
regimens. The following preparations were ineffective in 
the study: alseroxylon (Rauwiloid), racemic calcium 
pantothenate, 1-dimethylamino-2-(2’-benzyl-4’ chlorophe- 
noxy) ethane hydrochloride (BL-717), chlorpromazine 
(Thorazine), beta-diethylaminoethy] phenothiazine-10- 
carboxylate (Transergan), scopolamine methobromide 
(Pamine bromide), hyoscine B. P., phenyltoloxamine 
(Bristamin), .pyrathiazine (Pyrrolazote) hydrochloride, 
pyridoxine, reserpine (Serpasil), scopolamine hydrobro- 
mide U.S.P., thiamine, and N(b-methyl-b-trimethylammo- 
niumethyl) phenothiazine methyl sulfate (Multergan). 
There was no apparent difference between British and 
American varieties of scopolamine hydrobromide. 

Seasickness varied inversely with age. Individuals 
quartered fore and aft were more susceptible than those 
midship. There was no racial predisposition. Heavier 
individuals were slightly, but not significantly, more sus- 
ceptible than their lighter colleagues. No relation could 
be observed between duty aboard ship and susceptibility. 
The highest incidence of side-effects was seen with Ame- 
rican and British supplies of scopolamine hydrobromide 
and with the Rauwolfia alkaloids. Among effective com- 
pounds, benztropine caused a significant increase of 
drowsiness, dry mouth, and blurred vision; ethopropa- 
zine, dry mouth and drowsiness; and promethazine, 
drowsiness. No other effective agent showed a higher 
incidence of any side-effect than did the placebo. 
(J. A. M. A., 160: 755, 1956). 


Myleran in Treatment of Chronic Myeloid Leukaemia 


BLACKBURN AND OTHERS (Brit. M. J., 1: 835, 1956) give 
in the following lines the summary of their observations 
on the treatment with ‘“‘myleran” (1 :4-dimethanesulpho- 
nyloxybutane) of 17 cases of chronic myeloid leukaemia 
and one case of neutrophilic leukaemia. Optimum dosage 
appears to average 0-06 mg. per kg. body weight per 
day by mouth. With larger doses thrombocytopenia may 
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occur. Of eight cases not previously treated, seven had 
satisfactory remissions. The eighth case was one of 
neutrophilic leukaemua. Four out of six radio-resistant 
patients and three out of four who had had previous 
irradiation but were not radio-resistant had satisfactory 
remissions, 

Of the 13 patients who have died, the terminal event 
in seven was acute relapse. 

If radiotherapy is not available or is contraindicated, 
or if the patient is radioresistant, then ‘myleran’ can 
be used justinably. Although it is preferable to other 
chemotherapeutic agents, with the possible exception of 
demecoicine, the best palliative therapy for chromic mye- 
loid leukaemia that has stood the test of time is radio- 
therapy. Myleran at present does not appear to be 
superior to radiotherapy, but we cannot yet answer the 
question, “Is myleran an effective substitute?” 

Prednisone in Allergic Diseases 

FEINBERG AND FRINBERG (J. A. M. A., 160: 264, 1956) 
write that prednisone was compared with cortisone as 
to potency and side-effects in 80 patients with allergic 
disease. Of 50 patients who had perennial chronic 
asthma, 41 obtained complete or nearly complete relief 
with the doses of preduisone that they were able to 
tolerate. Good or fair results were also obtained with 
the other types of allergic disease studied. The results 
were poor only in one case of seasonal allergic rhinitis. 

Most of the patients obtained improvement from 
prednisone in doses about one-fifth those required with 
cortisone. Side-effects of prednisone included gastric 
complaints, euphoria, increased appetite, and overstimu- 
lation. None were serious, Oedema was encountered in 
one patient, rounding of the face in six, and urinary 
frequency in seven. It appeared that prednisone is far 
less likely than cortisone to lead to fiuid retention. 


Tumours of the Testis 


BANERJEE AND OTHERS (indian J. Surg., 18: 100, 1956) 
from a histopathological study of 66 testicular tumours 
obtained from six institutions in India observe : 

The study was made by three different methods; 
(i) serial-slab technique, (ii) ‘whole-slice method’ and 
(iii) miultiple-tissue blocks from different parts of the 
tumours. 

The incidence of testicular tumours in relation to 
the malignant tumours in the male was found to be 
1-04 per cent and 107 per cent of the tumours were in 
the cryptorchid testis. 


Seminoma was the most common tumour (33 cases) 
representing 50 per cent of all testicular neoplasms. 
Detailed histopathological study of thirty-three seminoma 
did not reveal any evidence of teratomatous elements in 
these tumours. In three other cases the tumour showed 
both seminoma and teratoma but these two elements 
were found to be well separated from each other by 
thick fibrous bands. The observations support the find- 
ings of Willis and others that seminoma arises from 
seminal epithelium and has no histogenetic relation- 
ship with teratoma although the two may coexist in the 
same testis. 
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In nine cases a diagnosis of teratoma was made; six 
of the tumours also presented adenocarcinomatous ap- 
pearauces while the remaining three were benign. It 
is stressed that the diagnosis of benign teratoma should 
only be made after a thorough examination of the whole 
tumour. Studies of metastases in teratoma suggest dis- 
semination from the main tumour mass of unditterentiat- 
ed cells with potentialities of divergent diiferentiation. 

A diagnosis of pure adenocarcinoma of testis was 
made in eleven cases and in one tumour, adenocarcinoma 
coexisted with seminoma. Evidence for a possible ori- 
gin of these tumours from the seminal tubules is pre- 
sented. 

One case of pure choriocarcinoma, two cases of rete- 
carcinoma, and two cases of lymphoma of the testis 
have been described and their histogenesis discussed. 
Three cases of fibroma and one of myogenic sarcoma are 
also described. 


Partial Gastrectomy and Tuberculosis 


THORN AND OTHERS (Bril. M. J., 1. 603, 1956) observe 
that of 955 palieuts undergoing partial gastrectomy for 
peptic ulcer, 60 (6-2 per cent) showed before operation 
a radiographic chest abnormality due to post-primary 
pulmonary tuberculosis. Eight of these (0-8 per cent of 
whole group) had a positive sputum at the time of 
operation, 

At least one-third of the men and all the women who 
apparently developed pulmonary tuberculosis after par- 
tial gastrectomy already had abnormal chest x-ray films 
before operation. 

After operation the annual attack rate of pulmonary 
tuberculosis in men with normal x-ray films before ope- 
ration is high: this is due to the high attack rate in 
those already more than 15 per cent under their standard 
weight before operation. 

If the chest x-ray film and weight are normal before 
partial gastrectomy there is not an abnormal risk of 
developing pulmonary tuberculosis later. 

In men the association of pulmonary tuberculosis 
with peptic ulcer is mere common in those with gastric 
than in those with duodenal ulcer. 

The evidence shows that the development of pulmo- 
nary tuberculosis after partial gastrectomy is due to 
primarily to the presence of severe or long-standing pep- 
tic ulceration and only secondarily to the effects of the 
operation. 


Knee Joint Punch Biopsy 


ZEVELY AND OTHERS (Am. J. Med., 20: 510, 1956) from 
the analysis of the histologic study of the synovial speci- 
mens obtained by knee joint punch biopsy in 49 patients 
with diseases of the joints observe : 


One complication occurred in the form of mild, 
transient, symptomatic haemarthrosis. Diagnoses made 
on the basis of this procedure included gout, rheuma- 
toid arthritis, nropathic joint disease and tuberculosis. 
The procedure is considered an important and practical 
diagnostic method in joint diseases in those instances 
in which conventional arthrotomy is inadvisable and 
other measures have not revealed the diagnosis. 
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Postanaesthetic Nausea, Vomiting and Retching 

Knarp aND BEECHER (J. A. M. A., 160: 376, 1956) in 
reporting on the evaluation of the anti-emetic drugs 
dimenhydrinate (Dramamine), chlorpromazine and pento- 
barbital sodium write ; 

The anti-emetic possibilities of three drugs were studied 
in 554 surgical patients who were divided into five groups 
by using a table of random numbers. The contratest 
group (@) received a placebo in ampoules identified only 
by code letters; the test groups received (b) chlorpro- 
mazine, (c) 100 mg. of pentobarbital, (d) 150 mg. of pen- 
tobarbital, and (e) dimenhydrinate. The anaesthesia was 
nitrous oxide-ether, 

Dimenhydrinate and pentobarbital in 100 mg. dosage 
were ineffective. Pentobarbital in the 150 mg. dosage 
and chlorpromazine effectively reduced postoperative 
nausea, vomiting, and retching, but they seriously low- 
ered blood pressure and delayed awakening; in addition, 
the pentobarbital caused confusion and excitement. None 
of the four antiemetic procedures tried can be recom- 
mended for routine postoperative use. 

Considerable protection against emetic symptoms was 
afforded by 150 mg. of pentobarbital given with a gastric 
tube in place. Females had more postoperative emetic 
symptoms than did males, but no difference was found 
in a comparison of intraperitoneal with extraperitoneal 
operations, 


Haemorrhagic Diathesis in Prostatic Cancer 

PROUT AND OTHERS (J. A. M. A., 160: 840, 1956) write 
that metastatic carcinoma of the prostate may produce 
haemorrhagic diathesis on the basis of bone marrow in- 
vasion or by the production of a proteolytic enzyme aris- 
ing from prostatic tissue. Both mechanisms may be func- 
tioning simultaneously. Deficiencies in fibrinogen, pro- 
thrombin, Ac-globulin, and proconvertin may be present 
if spontaneous enzymatic activity is responsible for the 
haemorrhage. Spontaneous lysis of the patient’s clot 
and lysis of a clot produced by mixing normal whole 
blood and the patient’s plasma may also be observed; 
semenolysis, a new term devised to describe this activity 
has been suggested. Therapy with female hormones and 
orchiectomy will control the haemorrhagic diathesis if 
the tumour tissue is sensitive to hormones. If the 
haemorrhage is on the basis of semenolytic activity, 
human fibrinogen, fresh whole blood, and antihaemophi- 
lic plasma will produce a temporary cessation of bleed- 
ing. 


Poliomyelitis in a Newborn Infant Due to Intrauterine 
Infection 

SHELOKOV AND Hape, (J. A. M. A., 160: 465, 1956) 
write that type 1 poliovirus was isolated from a mother 
suffering from acute poliomyelitis and her infant born 
in a respirator. Serologic follow-up established con- 
clusively that both patients had active infections with 
this virus type. 

Presence of the virus in the substance of the placental 
villi coupled with its isolation from the rectal ampulla 
of the infant at delivery suggests probable intrauterine 
infection. This is probably the first recorded case of 
subclinical poliomyelitis in an infant born during the 
acute phase of maternal disease. 
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CURRENT TOPIC 
VITAL STATISTICS OF CEYLON 


The estimated mid-year population for 1954 is 
8,385,000, which is an increase of 209,000 or 2°5 per cent. 
as compared with 1953 (220,000 or 2:7 per cent). It is 
of interest to note that the rate of population increase 
in 1954 is the lowest recorded since 1943 when the rate 
was 1-9 per cent. The rate subsequently rose to 3 per 
cent in 1944, and has ranged between 2-6 per cent and 
3-2 per cent during the years 1945-1953. 

b) The rate of natural increase, i.e. the excess of 
births over deaths per thousand of the population for 
1954 is 259 and this is less than the rates recorded in 
any of the previous years 1948-1953—the rate for 1953 
being 28-5. The rate of natural increase in Ceylon for 
1953 is only exceeded by Singapore (384), Venezuela 
(36:2) and Maiaya (31-3) and that Ceylon has a very 
high rate of natural increase. 

(c) The density of the Island’s population was about 
335 persons per sq. mile in 1954, the density at the 
1946 census being 265 persons per sq. mile. In the 
census of 1951 the density of population of India and 
Pakistan is given as 315-4 per sq. mile and that of the 
United Kingdom—533. 

d) The marriage rate computed on the number of 
general and Kandyan marriages per thousand of the 
non-Muslim population was 59 for 1954, as compared 
with 6-1 in 1953, and an annual average of 6-3 for the 
10-year period 1944-1953. The marriage rate over this 
period is comparatively stationary and that the marriage 
rates of some other countries show in general a downward 
trend. 


EXPECTATION OF LAFE 


(e) Our expectation of life which imcreased by 9 
years for the 27-year period 1920-1946 from 33 to 42°8 
years has increased to 51:8 in 1947, with subsequent 
steady increases in the following years to 59-8 in 1954, 
i.e., an increase in the expectation of life of 17 years 
in the 9-year period 1946-1954. This dramatic improve- 
ment in the expectation of life of Ceylon together with 
the improvements effected in the vital statistics rates of 
this country during the post second world war years 
up to 1949 has been described by the Division of Inter- 
national Health of the Federal Security Agency of the 
U.S.A, as “fan event without precedent in the annals 
of world democracy and worthy of the very special atten- 
tion of all public health workers.” 


BIRTHS 


The birth rate for 1954 was 36-2 per thousand as 
compared with the 39-4 in 1953 and an average of 39:2 
for the 10-year period 1944-1953. It is of interest to 
note that the birth rate for 1954 is the lowest recorded 
since 1940. It is also a matter of great importance 
whether the substantial decrease of 3-2 in the birth rate 
in 1954 as compared with 1953 will be maintained and 
further reduced in the subsequent years, as it wil be 
a vital factor in the problem of control of population 
in Ceylon. Ceylon’s birth rate of 394 in 1953 is only 


exceeded by Burma (49-2), Singapore (487), Venezuela 
(46°1) and Malaya (43-7). 

It is a matter for congratulation that the 1954 death 
rate of 10-4 per thousand of the population is the lowest 
ever recorded in Ceylon (10-9 in 1953), and is less than 
half of what it was 10 years earlier. This dramatic re- 
duction in the death rate can be mainly attributed to 
the ‘“‘demonstrated efficiency’’ of the residual spraying 
of D.D.T. in human habitations in the control of Malaria 
by the Department of Health’s Anti-Malaria Campaign, 
together with other factors, including the exhibition of 
modern chemotherapy and antibiotics, the consolidation 
and further development of the curative and preventive 
divisions of the Department, and advances made in the 
general and health education and standard of living 
of the people. Ceylon’s death rate in 1953 is amongst 
the lowest of the South-East Asian countries and com- 
pares favourably with other advanced countries. 


MORTALITY OF CHILDREN UNDER 5 YEARS 


The problem of the health of the pre-school child 
including the effects of malnutrition, hookworm and 
roundworm infestation, and inadequate environmental 
Sanitation facilities in the urban and rural areas of 
Ceylon has received increasing consideration in recent 
years. The Government has sent a number of Medical 
Officers for specialisation in Paediatrics which speciality 
is one of those now approved for all provincial hospitals 
in the reorganisation scheme of the Department of 
Health. Children’s wards are being planned in increas- 
ing numbers in the programme of new buildings and 
improvements to medical institutions of the Ministry of 
Health. The Registrar-General in his report on Vital 
Statistics for 1954 gives additional data and tables relat- 
ing to the mortality of children under 5 years of age 
which are of value to those interested in the welfare of 
the pre-school child. The total deaths relating to 
children under 5 years registered in 1954 is 38,995. The 
total deaths for 1953 was 39,987, and the percentage of 
such deaths to the total deaths is the same for the 
2 years (44-9) as compared with 46:3 in 1950. It is of 
interest also to note that 53 per cent of deaths under 
5 years related to infants under one year of age. The 
death rate for children under 5 years of age in relation 
to the estimated population under 5 years of age was 
35-9 per thousand in 1954 as against 37-9 in 1953. The 
rate has been over 60 per thousand prior to 1946. 


INFANT MorTALITY 


The deaths of infants under one year of age regis- 
tered in 1954 was 21,891 (22,869 in 1953). The death rate 
is 72 per thousand live births in 1954 as compared with 
71 in 1953. This slight apparent increase in the infant 
death rate does not however represent a real rise in the 
infant mortality, as the standardised rate for 1954 was 
69 as compared with the standardised rate of 71-5 for 
1953. Although Ceylon has approximately halved its 
infant mortality rate for the last 10 years its rate is 
still very high as compared with certain European and 
other countries, indicating that a very appreciable num- 
ber of infant lives can yet be saved each year. 
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The Director of Health Services in his Administra- 
tion Report for 1954 observes that one-third of the babies 
born in the premier maternity institutions in Ceylon 
was immature (premature births). He also adds that, of 
the total infant deaths in the Island, 59 per cent die 
within the first month of life, and that 60 per cent of 
the causes of infant deaths and 75 per cent of the 
causes of all neo-natal deaths are assigned to pre- 
maturity, debility and convulsions. 


MATERNAL MORTALITY 
1,388 deaths from the complications of pregnancy, 
child-birth and puerperium occurred in 1954 as against 
1,558 in 1953, an average of 2,513 for the 10-year period 
1944-1954 and between 3,000-4,000 maternal deaths each 
year prior to 1947. The number of maternal deaths in 


1954 approximate to half that in 1947. 


The Registrar-General of Ceylon in his Report on 
Vital Statistics for 1954 observes that of the 1,388 
maternal deaths registered in 1954, 234 were due to 


sepsis, pregnancy, child-birth and the puerperium, 400 
due to toxaemias of pregnancy and child-birth, and 326 
due to haemorrhage of pregnancy and child-birth. The 


Maternal Mortality Rate for 1954 is 4-6, the lowest ever 


recorded (4-9 in 1953). It may be noted that in 1945 
the maternal mortality rate was 16:5 and whilst this 
dramatic reduction from 165 to 46 in 9 years is 


a matter for gratification, Ceylon’s maternal mortality 
is still appreciably higher than those of the more 
advanced countries in Europe and the U.S.A. 


CEYLON’S POPULATION PROBLEM 

Up to the end of the Second World War Ceylon 
had high birth and high death rates with 
gradual annual increases population. With the 
continued high birth rates and the dramatic drop 
in the death rates for the period 1946-1954, Ceylon 
qualified to be included in the intermediate group of 
countries which have high birth rates and low death 
rates with the resultant rapidly expanding populations. 
If the drop in the birth rates of 3:2 from 39-4 in 1953 
to 36-2 in 1954 is maintained and improved upon in the 
ensuing years, and if the existing death rates, infant 
and maternal mortality rates are similarly further main- 
tained and improved upon, it is possible that Ceylon 
will, with the passing of the years, qualify to join the 
advanced group of countries which have comparatively 
low birth rates and low death rates and small annual 
increase of population with the resultant steadily in- 
creasing higher standards of living. 

It may also be observed that Ceylon’s dramatically 
improved vital statistics rates of recent years, with 
its resultant phenomenal annual rate of increase of the 
population, poses a major problem to the Government 
of the immediate need for the planning of additional 
employment, social services, housing, food and recrea- 
tional facilities, population policy for the Island’s pheno- 
menally increasing population. The issue of the Gov- 
ernment’s ‘Six-Year Programme of Investment 1954/55 
to 1959/60” is an indication of action being taken by 
Government in this connection. (Health Progress in 
Ceylon—Ministry of Health, Government of Ceylon), 
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NOTES AND NEWS 


WHO Regional Director for Europe 

The Regional Committee for Europe, meeting in 
Geneva under the chairmanship of Dr. A Sauter, Swit- 
zerland, elected on 12-9-56 in private session Dr. P. J. J. 
van de Calseyde as its nominee for the post of WHO 
Regional Director for Europe. The post became vacant 
as the result of Dr. Begg’s death earlier this year. Dr. 
van de Calseyde’s name will go forward for endorse- 
ment by the WHO Executive Board in January 1957. 


Since 1945, Dr. van de Calseyde has occupied the 
post of Director General of Health at the Ministry of 
Health, Brussels. He is also a member of the WHO Expert 
Advisory Panel on Venereal Infections and Treponema- 
toses, and has represented Belgium at World Health 
Assemblies and various WHO Committees. 


WHO Helps Governments to Tackle Health Problem 


The sincere hope that all international controversies 
would be settled peacefully and that the present gene- 
ration would be protected from ‘a new and destructive 
war’? was expressed by Dr. Saiful Anwar (Indonesia), 
outgoing Chairman of the South-East Asia Regional 
Committee of the World Health Organization, in his 
address to the ninth session of the committee which 
opened at New Delhi on 25 September 1956. 


The session was attended by representatives from 
Afghanistan, Burma, Ceylon, India, Indonesia, Nepal, 
Portugal, Thailand and the U.K. Representatives of the 
UN, ILO, FAO, UNESCO, UNICEF and the UN 
Technical Assistance Board were also present. 


Dr. Svasti Daengsvang, Director-General, Public 
Health Department of Thailand, was elected Chairman, 
and Dr. Raghubar Baidya, Director of Health Services, 
Nepal, Vice-Chairman of the Regional Committee for the 
ensuing term, 


Dr. Anwar outlined the activities of WHO, which 
in close co-operation with other organizations and 
agencies, was working towards the common aim of creat- 
ing ‘‘a world where every human being has his place 
and has the right to live a happy life, free from poverty, 
sickness and fear.’’ 


He added: ‘‘We are painfully aware of the reality 
that in an era of electricity and atomic energy, auto- 
mobiles, radio and television, refrigerators and vacuum- 
cléaners are common tools of everyday life in many 
parts of the world, that in our region and in many 
countries outside our region still many millions of men 
today are living under circumstances constituting a con- 
tinuous challenge all who understand that disease 
and suffering, poverty and misery cannot warrant a 
peaceful world of tomorrow. 


to 


“Tt is towards the improvement of the conditions for 
a happy and a peaceful world that agencies like WHO 
are developing tremendous activities in various field. 


Sf 

4 

ce 
q 

_ 

j 


OCTOBER 16, 1956 


“And it is recognized that WHO has the respon- 
sibility to guide and to assist Governments to learn 
and tackle their health problems, by making available 
knowledge and experience gained all over the world 


to its members. 

“It is the pool of knowledge it has to offer to the 
combined attack against sickness, and to the efforts to- 
wards prevention of diseases and promotion of health 
rather than the material capacity of the organization 
which is the background of the organization’s leading 
position today in the field of health.” 


The Chairman also wanted the conference to lay 
emphasis on school health education, ‘‘Let us,” he said, 
“by our discussion of school health education in this 
region, help to make it clear to our economic and social 
planners that healthy people are a prerequisite for healthy 
economic development and that in our schools much 
can be done to ensure better health for all our peoples 
tomorrow.’’ 


Health Education in Schools 


The South-East Asia Regional Committee of WHO 
devoted the third day of its session in Delhi on 26-9-56 
to a consideration of problems relating to health educa- 
tion in schools. Expression of views by participants 
centred round this year’s subject for technical discus- 
sion: ‘‘How can school health programmes be made 
more effective in South-East Asia.”’ 


In introducing the subject Lt. Col. T. C. Puri (India), 
who was in the chair, stressed the special importance 
of health education in S.E. Asia where ignorance, 
poverty and other socio-economic conditions were res- 
ponsible for so much preventible disease and sickness. 


In planning for health education of the public, he 
said, the school child should receive special priority for 
a variety of reasons. This group of the population was 
easily accessible and the agency to carry out the work 
was already there in the form of the school teacher. 
Through the school child the awareness and knowledge 
of health could be projected to the home and the neigh- 
bourhood and when the child grew up it could be ex- 
pected to be an adult with the right attitude on matters 
of health. 


Delegates from Afghanistan, Burma, Ceylon, India, 
Indonesia, Nepal, Portugal and Thailand reviewed the 
present status of health education in their countries 
and their future plans. Representatives of the Rocke- 
feller and Ford Foundations and several other observers 
also took part in the discussion, 


World Congress of Doctors for the Study of 
Present-Day Living Conditions 


The second International Conference of the World 
Congress of Doctors for the Study of Present-Day Living 
Conditions will be held from September 27 to 29, 1957, 
in Cannes, France. 


The following programme is for discussion: I. The 
Level of Nutrition and the Incidence of Disease, 
II. Effects of Work on Physical and Mental Health, 


5 


CORRESPONDENCE 301 


~ 


III. Effects of Increased Ionizing Radiation on Human 
Health. 

Further information may be obtained at the Secre- 
tariat of the World Congress of Doctors, Vienna, I, 
Wollzeile 29/3 (Austria). 


World Genetics Symposium 


The Indian Agricultural Research Institute, New 
Delhi, was invited by the Science Council of Japan to 
attend an international genetics symposium held in 
Japan on 6-12 September, 1956. Dr. B. P. Pal, director 
of the institute attended the symposium on behalf of 
the Government of India. The symposium, which is 
the first of its kind held in an Asian country, was a joint 
venture organised by the Science Council of Japan in 
collaboration with the universities of Tokyo and Kyoto 
(Japan) and the National Institute of Genetics and Breed- 
ing. Among the problems which came up for discus- 
sion at the symposium were that of applied genetics, 
induced mutation, polygenic inheritance and _ micro- 
organism and viruses. 


CORRESPONDENCE 


The Editor is not responsible for the views 
expressed by correspondents 


Clinical Experiences with a New Drug on ews 
Reaction 


S1r,—After going through the article on the ‘‘Clinical 
Experiences with Phenyl-Methyl amine P-aminobenzene 
Sulphonate on Lepra Reaction” (J. Indian M, A., 26: 
314, 1956) I could not help feeling that the experience 
of the author with leprosy is rather limited and out- 
moded. He still speaks of neural leprosy as a separate 
entity. Every leprologist agrees that the term neural 
is erroneous as nerve involvement is a constant feature 
of all types of leprosy and the difference lies only in 
the degree of involvement in a particular variety, Then 
he says that an ‘‘A.H., 30 M.M., an old tuberculoid case, 
with anaesthetic area on the right thigh of 4” diameter, 
showed lepra reaction”, Lepra reaction cannot occur 
in a tuberculoid case. It will occur only in lepromatous 
leprosy. According to him “scrapings for leprosy bacilli 
were negative before starting the treatment’, which 
can never occur if it were really a case of lepra reaction 
that he was treating. To my mind, it appears that the 
author was treating a tuberculoid case in reaction. In 
that case recovery could have occurred even without 
any injection. I am not saying that the drug he used 
is useless. But on my part I will believe the efficacy 
of the drug only after a thorough study of the same by 
a leprologist of repute under suitable laboratory condi- 
tions. I am etc. 


Gandhi Memorial Leprosy 

Foundation, T. N. N. BHATTATHIRIPAD, 
Kerala Control Unit, M.B.B,S, 
S. L. Puram P.O, 
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REVIEWS 


Clinical Urology for General Practice—By Justin J. 
Cordonnier, M.D., F.A.c.s. The C. V. Mosby Company, 
St. Louis, U.S.A., 1956.  Board-bound in grained 
cloth; 252 pages, 10x7 inches, with 47 illustrations. 
Price $6-75. 

The subejct of urology has gradually become a spe- 
cialised one, often requiring a high degree of wisdom 
and technical skill in the diagnosis and treatment of 
some conditions. Nevertheless, the medical student, 
who nowadays has to learn many subjects in a short 
period of time, has to know about the common urologic 
diseases, as also their diagnosis and treatment. This 
book contains materials suitable mainly for the teaching 
of urology to senior medical students. There are obvious 
limitations to urological conditions being diagnosed and 
treated as encountered in general practice. But a peru- 
sal of this book would certainly enable the practitioner 
to meet satisfactorily the usual and common situations 
in urology. The uncommon and rare conditions, as also 
extensive academic discussions, have naturally been 
left out, as coming obviously within the domain of the 
urological specialist. Paper, type, printing, illustra- 
tions and binding are good, all conducive to easy and 
effortless reading. 


A Synopsis of Contemporary Psychiatry—By George A. 
Ulett and D. W. Goodrich. 243 pages including 
index. The C. V. Mosby Company, St. Louis, U.S.A., 
1956. Price not mentioned. 


This handbok of psychiatry is meant for the guid- 
ance of young psychiatrists in their daily practice. The 
medical student, the nurse and the general medical prac- 
titioner will also find it useful in tackling and treating 
a mental patient. Throughout the book more stress has 
been laid on the practical points on diagnosis and treat- 
ment than on theoretical discussions. In the first few 
pages the authors have briefly mentioned the names and 
the contributions of the pioneer workers in the field of 
psychiatry. The chapters on history taking and diag- 
nostic procedures are informative as well as_ illu- 
minating. The psychiatric students in their daily 
routine work will derive great benefit from the psycho- 
logical tests given here. The classification of the clini- 
cal syndromes is somewhat confusing and bewildering 
to the beginner. The subtle differences in the sympto- 
matology of various mental disorders are difficult to 
discern even by those who are veterans in this field. 
The chapter on mental deficiency is too brief to serve 
any useful purpose. The chapters on therapeutic mea- 
sures are elaborate and such specific therapies as electro- 
shock, insulin treatment, drug and hydrotherapies have 
been adequately dealt with. The chapters on forensic 
psychiatry and mental health, i.e., mental hygiene are 
precise and concise. Reference books have been listed 
at the end of each chapter. 


Bulletin of the Ophthalmological Society of Egypt. 
Vol. XLVIII—Session 52, 1955. Pages 419. 
The Ophthalmological Society of Egypt deserves con- 
gratulation for this splendid volume. This covers practi- 


cally all fields of clinical and surgical ophthalmology. 
Annexe 7 gives the report of the Committee on the 
teaching of ophthalmology of the International Council 
of Ophthalmology—June 1954. This volume will be of 
interest to all ophthalmic surgeons and all teachers of 
ophthalmology. Of general interest is the article ‘‘The 
evolution, development and realisation of national anti- 
ophthalmia and anti-trachoma campaign’. Some of the 
observations will be useful for anti-trachoma campaign 
in India. In Egypt, it has been demonstrated that the 
discharge of purulent ophthalmia is the vehicle of 
trachoma virus. So if ophthalmia is fully cured in 
children, incidence of trachoma will diminish. Koch- 
Week’s infection, in untreated cases, may remain for 
weeks and months without any symptoms or exciting 
only slight subacute or chronic discharge. These cases 
are the carriers. In Egypt, the common housefly may 
be a major factor in the epidemic of ophthalmia. 


-In anti-ophthalmia campaign in children up to 6 


years of age, 05 g. of sulphonamide per 10 kg. 
of body weight given once daily on three successive 
days has been found effective. So prevention of 
trachoma should begin by effective cure of ophthalmia 
in children, 


Urological Surgery—By Austin Ingram Dodson, M.D., 
F.A.C.S. (with contributions by nine others). Third 
edition, 1956. The C. V. Mosby Company; St. Louis, 
U.S.A. Board bound in cloth, 10x7 inches, 868 pages 
with 664 illustrations. 


The subject of urological surgery has nowadays be- 
come quite an important one; and with the safety 
assured to modern surgical practice by better anaes- 
thesia, resuscitative measures and careful pre- and post- 
operative supervision, more and more improvements and 
modifications are being steadily brought to bear upon 
this comparatively newer subject of urological surgery. 
Under these circumstances, it has perhaps been wise 
that in this very usefal book, ‘‘no effort is made to 
include all worth-while surgical procedures’, but to 
include ‘‘one or more procedures dealing with each sur- 
gical problem.’”’ This has naturally been necessary to 
limit the volume to a reasonable size. It further helps 
the reader to keep his mind and ideas clear, without 
being burdened with many methods or procedures to 
meet a particular situation. In this edition new addi- 
tions have naturally been made, including a separate 
chapter on Postoperative Urinary Incontinence. This 
has necessitated the elimination of a few chapters not 
very directly concerned with urological surgery and 
about which (e.g. Acid-Base Balance and Fluid Adminis- 
tration) excellent monographs are now available. 


This new edition, appearing six years after the pre- 
vious one should be welcomed by young surgeons doing 
urological surgery and also by other general surgeons 
who often have to undertake this type of work. The 
style is direct and clear, which makes the book inter- 
esting to read. It has a large number of illustrations 
distributed throughout the text. 
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III ANNUAL CONFERENCE OF BOMBAY 
TERRITORIAL BRANCH, IMA, 1956 


The Third Annual Conference of the Bombay Terri- 
torial Branch was held on 3lst March and Ist April 1956. 
Dr. Mangaldas J. Shah was the Chairman of the Con- 
ference Sub-Committee and Dr. R. K. Menda and Dr. 
M. A. Panwala were the Organizing Secretaries of the 
Committee. Dr. R. V. Sathe presided over the Con- 
ference. 

Dr. Sathe in his presidential speech said the 
following : 

“For some time past, the I.M.A. has represented 
to the Government the necessity to improve the water 
supply of the towns and especially the villages with a 
view to improve their sanitation and provide supply 
of drinking water. The first five year plan has made 
some progress in this direction. And it is expected 
provision would be made in the second five year plan 
to achieve further considerable progress. Bombay has 
been fortunate with regard to its water supply. And 
the Government and the Municipal Corporation have 
to be congratulated for their achievement of increased 
water suply to the City by their Vaitarna scheme. The 
first phase of this has been completed in October 1954 
and this has increased the daily average supply of water 
to this city by about 13 million gallons over the pre- 
vious years. This does not, however, ensure adequate 
supply to all areas in the town. Proper distribution to 
various areas of the town is yet to come. 

The medical profession and the public of the town 
have just passed through a scare created by the con- 
tamination of our city’s water supply by a dead body 
found in a water supply duct. The grim story of viral 
contamination in the water supply of Delhi and the 
subsequent epidemic of jaundice which attained consi- 
derable magnitude in that city have still been fresh 
in our minds. Its import in Bombay was also anti- 
cipated. At such a juncture, this story of contamina- 
tion of our water supply caused concern in the public 
mind, Thanks to Providence, the mischief was detected 
early, preventive measures like hyper-chlorination of 
water supply were instituted and the public was prompt- 
ly warned to boil the water before consumption. 
Analysis of the water also showed very little chemical 
or bacterial contamination. And the threat of the 
epidemic over the city has been over. The Govern- 
ment and the Municipal Corporation have once again 
to be congratulated for their speedy measures. And 
let us hope, all possible precautions will be taken to 
prevent repetition of such a dangerous incident in the 
future. 

The other important event which has also caused a 
scare, if I may be permitted to say so, amongst the 
medical profession of this State is the recent statement 
made by our Honourable Minister of Health on the 
floor of the Assembly, referring to the possibility of 
importing doctors from the West Bengal State to man 
the medical services in the rural areas of this State. 
This has been due to his anxiety to fill in a large num- 
ber of vacancies in the B.M.S. Class II and III cadres. 
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Had it not been for the language problem which would 
make these doctors from other States unsuitable to 
manage work in rural areas of this State, the Govern- 
ment would have imported these doctors. While the 
eagerness of the Minister of Health to keep the B.M.S. 
Cadres fully manned and functioning efficiently could 
be appreciated, I feel the right way to solve the prob- 
lem is to remove the factors which have led to these 
vacancies in the services. The “Go To THE VILLAGES” 
slogan has been dinned into our ears times without 
number but the difficulties in this going to the village 
which have been repeatedly pointed out have not been 
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taken notice of. These villages have no _ proper 
approach roads. They do not offer proper residential 
facilities to the Doctors, they do not provide any faci- 
lities for the education of their children, nor do they 
provide facilities for the doctors to keep their medical 
knowledge up to date. And the doctors who are sent 
to these villages are paid meagre salaries and they have 
no chance to improve their finance by way of practice. 
The medical profession has repeatedly pointed out 
these difficulties. It is these that need to be attended 
to. Merely importing doctors from other states will not 
solve the problem and in any case that would not be 
the correct solution. 
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The E.S.I. Scheme was implemented in Bombay in 
October 1954 after prolonged negotiations between the 
Government and the Consultative Committee consist- 
ing of members of the I.M.A. and other Medical Asso- 
ciations of the city. A number of difficulties arose as 
the scheme started functioning. The Honourable 
Minister of Health with his team of administrators did 
his level best to meet with these in a very sympathetic 
manner, so that most of the difficulties have been solved 
or would find solution soon hereafter. Recently the list 
of special medicines has been enlarged and the Insured 
Medical Practitioner has now adequate supplies of these 
at his call for the treatment of the insured worker. 

The scheme serves to provide medical care and other 
benefits to over five lacs of individual workers under 
what is called the Panel System with part time services 
of selected medical men who are already in private 
practice. At present nearly 1,000 panel doctors are 
enrolled in Bombay area. 

With the experience of the last 18 months, one can 
say without fear of contradiction that this panel system 
in the scheme has stood its ground well. A Sub-com- 
mittee of the Corporation visited Bombay to study the 
working of the scheme and examine its various aspects 
at first hand. In its carefully brought out report it has 
expressed its satisfaction with the work of our Insur- 
ance Medical Practitioners except in a few minor 
matters. The role of the Insurance Medical Practitioner 
in the scheme is a very vital one, and the success or 
the failure of the scheme hinges on his readiness to 
shoulder his burden fully and render efficient service 
to the insured worker. I heartily congratulate the In- 
surance Medical Practitioners in our area who by 
acquitting themselves so well have done honour to the 
profession. 

I would now request the attention of the Govern- 
ment to the following :— 

(i) When the scheme was introduced, the Indian 
Medical Association agreed to a capitation fee of 
Rs. 6/8/- per capita on the understanding that the 
position would be reviewed at the end of two years in 
the light of sickness incidence. That would be by the 
end of September 1956. I am sure the Government will 
collect the necessary data by then and implement 
necessary changes. 

(ii) I also feel that the capitation fees to the doctors 
in Thana, Kalyan and other areas of the scheme should 
be uniform with those of doctors in Bombay. These 
doctors have considerable difficulties in their practice 
and have to spend extra amounts on their conveyances. 

(iii) The Government also contemplate extension of 
the scheme to the families of the workers. In_ this 
extended scheme it appears, the family members of the 
worker will be granted only dispensary treatment and 
domiciliary maternity care. This is likely to cause a 
great deal of dissatisfaction amongst the workers. I 
appeal that the Government should call a round table 
conference of all the parties concerned, the employer, 
the employee, the corporation, the Government and the 
medical profession; these should consider various aspects 
of this problem and should evolve a more satisfactory 
form of medical care for the members of the family of 
the insured worker, 

The scheme is a gigantic experiment in socialisation 
of medicine and it should be our earnest hope that it 
should succeed in abundant measure. 

A certain number of beds have been set apart in 
some of the hospitals of the city for the workers in 
the E.S.I. scheme. These have been found insufficient 
and the E.S.I. Corporation are going to build a new 
hospital for the purpose with accommodation for 500 
beds. While this will serve the needs of the workers 
of the scheme the number of beds available for the 
general public remains very inadequate. Still more 
deplorable is the nature of facilities offered to these 
patients in respect of accommodation, beds, linen, food, 
drugs, nursing and facilities for investigation and treat- 
ment. ‘The conditions in these respects in some of 
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the hospitals are appaling. And I appeal that the 
authorities concerned should see to it that a minimum 
of basic requirements should pe available to every 
indoor patient, 

Such basic requirements at these hospitals have 
also great significance from another point of view. 
Many of these hospitals are affiliated to the medical 
colleges of this city; and they provide training ground 
to the students in their clinical studies. The future 
generations of doctors are to be moulded in these hos- 
pitals. A certain standard of basic requirements noted 
above have therefore to be maintained as a necessity. 

The Medical colleges to which these hospitals are 
affiliated are expanding very rapidly. The number of 
students admitted. to these places has steadily grown. 
The courses taught here are very much expanded. And 
new ways of teaching are coming into vogue. A great 
need is felt for increasing the number of teachers so 
as to favourably influence the student-teacher ratio. 
While the honorary system of the various hospitals has 
proved its worth, it is felt that too much strain can- 
not be put on its personnel. And it is felt necessary 
to supplement them with additional full time teachers 
in climical subjects also. Recently, the Indian Medical 
Council has introduced a scheme for compulsory post- 
examination internship of 6 to 12 months. The Indian 
Medical Association is always watchful of these deve- 
lopments, 

The Indian Medical Association also aimed at the 
abolition of the caste system in the profession and has 
felt the necessity of a single qualification for all. The 
attitude of the Government in favouring the indigenous 
systems of medicine runs counter to this aim. ‘Thus 
Government has started several Ayurvedic colleges, 
which will create a new cadre of Practitioners. What 
the Indian Medical Association gained by the abolition 
of the L.C.P.S. qualification is now being countered 
by the attitude of the Government. As our Prime 
Minister has remarked there should be only one system 
of medicine viz. the scientific system. And it is high 
time Government directed its powers to apply this 
orientation to the study of Ayurveda. I am of opinion 
that pure Ayurveda should no more be taught. I am also 
against mixing of teaching of eastern and western 
systems of medicine to undergraduate students as is 
done at present in Ayurvedic colleges. I feel that 
Ayurveda should be taught only at the post-graduate 
level. A fully trained medical graduate would be the 
best equipped to the study of Ayurveda with this new 
orientation. In this way the best in Ayurveda will be 
preserved and the old and out-dated will disappear. 

I would now refer to the menace of spurious drugs. 
The number of such drugs has grown in the last few 
years. And the magnitude of the mischief has in- 
cluded life-saving drugs like chloromycetin and quinine. 
For selfish ends these makers of spurious drugs com- 
mit ‘‘murders’’ of the helpless patients. And when on 
few occasions they are caught they escape with small 
fines and imprisonments because of legal limitations in 
punishment. The Government is trying its best to meet 
with this menace. It has appointed a committee the 
Spurious Drugs Committee—to suggest ways and means 
to combat this trade in spurious drugs. The office and 
staff of the Drug Controller have also been doing what 
they can. But I feel it is necessary that the law in this 
respect should be so amended as to make deterrent 
punishment possible to those who are found guilty of 
manufacture or sale of such spurious drugs. 

For some time past there was an unfortunate con- 
troversy in the country regarding the utility and safety 
of B.C.G, Vaccination as a preventime measure. There 
was opposition voiced from distinguished sources. And 
one was reminded of the ‘conscientious objectors’ 
against such a measure as vaccination against small-pox 
decades ago. The Indian Medical Association has always 
been in favour of all prophylactic measures which are 
safe and useful; so it has been with B.C.G. The 
scheme is working very satisfactorily in this State, 
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Bombay is also proud of its milk supply scheme 
which functions on a gigantic scale, offering good quality 
milk to the whole of the city. The scheme has won 
reputation of being the best in Asia. And the autho- 
rities deserve our praise for the same. Today we are 
assured of a supply of pure milk at reasonable price. 
The poorer section of the population also get a cheaper 
but equally nutritive substitute in the formed of toned 
milk. It appears the Government contemplates further 
measures in the augmentation of the scheme. With 
such augmentation and with proper economies in the 
management, they should be able to offer this valuable 
nutritive article to the public at still lower prices. 

The Association has been very fortunate in having 
enthusiastic office bearers. In the last few years the 
Association has arranged regular clinical meetings, lec- 
tures, lecture demonstrations and exhibition of medical 
films. These have been very popular and are well 
attended. There has been similar great activity in this 
field by other medical organisations in the city. Some- 
times there have been over-lappings in the timings of 
these programmes. And at times there was wasteful 
repetition. I have hopes, in the near future, we shall 
be able to produce a coordinated programme of clinical 
meetings on behalf_of all these bodies at which these 
defects will be minimised, and medical profession of the 
town will always be afforded opportunities to keep them- 
selves abreast of the times. 

During the last year, we were also fortunate to have 
amongst us several foreign doctors, well known in their 
specialities. It was a pleasure to meet and hear them. 
Our office bearers have taken great pains at such times 
to arrange their meetings. 

On this occasion, I cannot pass without a mention 
to an activity of the Central I.M.A.—the publication of 
its monthly journal “Your Health’. This has aimed 
at educating the lay public in matters of health. The 
journal is very interesting and though it is meant for 
the lay public, it makes interesting and informative 
reading even to a well informed doctor. The authori- 
ties of the Central I.M.A. have to be congratulated 
for this feature of their activity. An edition of the 
journal in Hindi already appears. We have negotiated 
with the State Government regarding the possibility of 
having editions of the journal in Marathi and Gujarathi. 
We have not succeeded so far. However, I feel, the 
State Government could profitably spare some finance 
towards circulation of this journal to the lay public, 
as a part of their programme for Public Health Pro- 
paganda,”’ 


BRANCH NOTES 


ALWAR BRANCH—A meeting of the branch was 
held on 1-9-56. Dr, B. M. Kothari presided. Eighteen 
members were present. Office bearers were elected with 
Dr. C. M. Sharma and Dr. J. N. Mathur as president 
and secretary respectively. The Government was re- 
quested to start condensed courses at Jaipur and abolish 
compartmentalism in medical service in Rajasthan. Dr. 
P. N. Mathur gave a talk on “The Observation of 
Appendicitis.” 

BARIPADA BRANCH —The members of the branch 
held a tea party to give a hearty send off to Dr, B. K. 
Das who was leaving for U.S.A. and Canada for post- 
graduate training under the auspices of the I.M.A. 

BELLARY BRANCH— A clinical meeting of the branch 
was held on 25-8-56. Dr. Manoli of St. Mary’s Hospital 
spoke on ‘Surgical Emergencies.” 

BHIR BRANCH—An extraordinary meeting of the 
branch was held on 7-8-56. Thirteen members were pre- 
sent. Dr. L. D, Khatri, Director, Medical and Public 
Health, Hyderabad State spoke on Medical and Health 
Services in U.S.S.R. 
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BIKANER BRANCH—The annual function of the 
branch was held on 18-8-56. Dr. J. Prasad presided. 
Office bearers were elected with Dr. J. Prasad as presi- 
dent and Dr. J, N. Razdan as secretary. 


CHIKMAGALUR BRANCH—A meeting of the branch 
was held on 4-856 with Dr. S. V. Rama Rao, District 
Health Officer in the chair. Dr. M. J. Rajanna was 
elected president and treasurer of the branch in place 
of Dr. M. Puttaiya, on transfer. Dr. S. T. Puttanna of 
K. K. Hospital, Mysore spoke on “Common Eye Dis- 
eases in General Practice.” 

CHITALDRUG BRANCH—The annual general body 
meeting of the branch was held on 25-8-56. Office bearers 
were elected with Dr. D. Shamanna as president and 
M. Appajappa and Dr. B. K. Nagaraj as secretaries. 
Dr. David gave a talk on Suppurative Offitis media. 
Dr. Devendra presented a case report on ‘‘Ulnar Nerve 
Palsy”. Dr. D, Shamanna, a case report on Sulphoni- 
lamide Poisoning and Dr. Appajappa demonstrated 
radiograms. 

COIMBATORE BRANCH—A meeting of the branch 
was held on 2-7-56. Dr. T. V. Sivanandam presided. 
Seventy members were present. Dr. V. Srinivasan of 
Government Erskine Hospital gave a talk on Treatment 
of Congestive Failure. 

~ * * * x 


A meeting of the branch was held on 21-7-56 with 


‘Dr. Sivanandam in the chair. Sixty members were pre- 


sent. Dr. C. A. Naidu of Government Erskine Hospital, 
Madurai gave a talk on ‘“‘Coccal and Virus Diseases of 
the Skin.”’ 

A clinical meeting of the branch was held on 
August 1956. Dr. T. V. Sivanandan presided. Seventy- 
eight members were present. The members condoled 
the death of Dr. P. Rama Rao, the well known radiologist 
of Madras. Lt. Col. Dr. A. N. Subbaraman, the dis- 
trict medical officer gave a talk on ‘‘Appendicitis’’. 

DALTONGANJ BRANCH —A meeting of the branch 
was held on 2-7-56. Sixteen members were present. 
Dr. R. Sinha, Civil Surgeon, Palamau, spoke on Primary 
Glaucoma. 

* * * * 

A meeting of the branch was held on 19-8-56. Dr. 
Anirudh Prosad spoke on Acute Abdomen. It was felt 
that this branch was not in a position to invite the 
17th Provincial Conference in 1957. 

DEORIA BRANCH—A general meeting of the branch 
was held on 12-8-56. Dr. (Mrs.) S. Mohindra presided. 
Twelve members were present. Routine business was 
gone through. The members objected to the practice 
of circulating election propaganda material to the mem- 
bers or branches through the State Office. 

+ * * * 


The annual meeting of the branch was held on 9-9-56, 
Dr. S. N. Mukherjee read the address of the outgoing 
president. The annual report and the audited accounts 
were presented. Office-bearers were elected with Dr. A. 
Ahmad as president, Dr. N: C. Jain as secretary and 
Dr. (Miss) Bimla Kumari as joint secretary. 


FAIZABAD BRANCH—A_ special meeting of the 
branch was held on 13-8-56 to meet Dr. K. M. Lall, 
Director, Medical and Health Services, U.P. Dr. 5S. 5S. 
Misra presided. Thirty-one members were present. Dr. 
V. D. Kapur welcomed the guest and drew his atten- 
tion to some of the grievances e.g. sales tax, Excise Re- 
gulations, insufficient beds in hospitals, lack of arrange- 
ments for treatment of T.B, patients and isolation wards 
etc. The Director promised to do his best in these 
matters and gave a short review of the 2nd Five Year 
Plan Health Programme. A dinner was held later. 

FORBESGANJ BRANCH —The annual general meet- 
ing of the branch was held on 9-9-56 and office bearers 
were elected with Dr. A. Niranjan as president, Dr. B. 
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K. Sarkar as hony, secretary and Dr. (Mrs.) R. Tagore 
as asst. secretary, 

GORAKHPUR BRANCH —A meeting of the branch 
was held on 31-7-56. Dr. Mrs. Thappa presided. Thirty- 
eight members were present. The following cases were 
shown and discussed: (1) Choleycysdits, (2) Thrombo- 
angiitis Obliterans, (3) 2 cases of Osteomyelitis having 
Tubercular and Syphilitic origin by Dr. S. S. Sharma, 
(4) Museular Atrophy by Dr. B. P. Dubey, (5) Pain in 
the Chest due to neuralgia which later on caused numb- 
ness of the whole of the extremities of that side by 
Dr. A. Bhalla. 

HOOGHLY, CHINSURAH, CHANDERNAGORE 
BRANCH —A meeting of the executive committee of the 
branch was held on 11-8-56. Nine members were pre- 
sent. Dr. M. M. Mukherjee presided. The secretary 
of the Indian Red Cross Society, Hooghly District and 
of the King George V Silver Jubilee Maternity Home 
and Child Welfare Centre were requested to send copies 
of their constitution, function and duties. The West 
Bengal Government and the Civil Surgeon of Hooghly 
were requested to accommodate representative of the 
branch in the Sub-Divisional Hospital Committee. The 
Sadar Tuberculosis Association was requested to substi- 
tute the word president’? by a ‘representative’ 
of the branch in the committee. 

JAHANABAD BRANCH—The annual general meet- 
ing of the branch was held on 9-9-56 with Dr. S. S. Lal 
in the chair, The annual report and the accounts for 
1955-56 were adopted. The report shows that 7 meet- 
ings were held during the year. The branch rendered 
help to the Blind Relief Camp of Ghosi. Health Week 
and Pure Water Day were observed. Five new members 
were recruited. Office bearers for 1956-57 were elected 
with Dr. S. S. Lal as president and Dr. S. Nigam as 
secretary. 

JAMMU BRANCH—The first meeting of the newly 
started Jammu branch was held on 30-7-56. Dr. S. 5S. 
Fotedar was elected the president of the branch. 


THE PRESIDENT WITH THE MEMBERS OF THE JAMMU 
BRANCH, I.M.A. 


KALYANI BRANCH—A meeting of the branch was 
held on 9-8-56 to record its sense of grief at the sudden 
demise of Dr. H, C. Mukherjee, Governor of West 
Bengal. 

A general meeting of the branch was held on 9-8-56 
with Dr. B. Mukherjee in the chair. Dr. Munshi, pre- 
sident and Dr, Samar Roy Chandhury, Hony. Joint 
Secretary, Bengal Provincial Branch, I.M.A. attended 
the meeting on special invitation. The members pro- 
tested against the Indian Medical Council Bill 1956 
and a copy of the resolution was forwarded to the 


Union Health Minister. 
” ” * * * 
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A meeting of the branch was held on 3-9-56. Dr. B. 
Mukherjee presided. Dr. K. K. Adhikary send a paper 
on “Role of Marriage and Pregnancy in Tuberculosis’’. 
Members took part in the discussion that followed. 


KANPUR BRANCH—Independence Day was cele- 
brated by the members of the branch at the Temple of 
Service on 15 August 1956. An interesting programme 
Was arranged. 


The members of the branch in a meeting held on 
24-7-56 condoled the death of Dr. Fakiray Ram, an old 
member of the branch. Dr. R, Prasad jresided. 


A meeting of the branch was held on 24-8-56 with 
Dr. R. Prasad in the chair. Dr. S. N. Mathur, Principal, 
Medical College, Kanpur, demonstrated the following 
cases : (1) Paralysis of Muscles of Mastication; (3) Cancer 
Gall Bladder; (3) Carcinoma of the Lower part of the 
Rectum; (4) Osteoma-Mandiblec Condyle. Dr. M. A. 
Khan demonstrated a case of right forearm tumour. 
Dr. R. L, Agarwal showed a case of Periosteal Sarcoma. 

A clinical meeting of the branch was held on 9-9-56 
with Dr. R. Prosad in the chair. .-Dr. Pritam Das of 
Lucknow Medical College delivered a lecture on Surgery 
in connection with the Cardiac Lesion with special re- 
ference to Mitral Stenosis. 


KARIMNAGAR BRANCH —A meeting of the branch 
was held on 23-6-56 with Dr. S. M. H. Juffari in the 
chair. Dr. Lane of Dichipally Leprosy Sanatorium 
demonstrated cases. 


KARNAL BRANCH—A general meeting of the branch 
was held on 9-9-56. The annual report of the branch 
for 1955-56 was adopted. Office bearers were elected 
with Col. H. A. Bali as president and Dr. Lok Nath as 
secretary. The annual report of the branch shows an 
increase in membership. Eight meetings were held dur- 
ing the year. Three special meetings were also held. 
Various clinical subjects were discussed in some of the 
meetings. 

KATWA BRANCH—A Rural Medical Practitioners 
Conference was held under the auspices of the Indian 
Medical Association, Bengal Provincial Branch, at Surya 
Narayan Memorial Hall, Katwa, on 2nd and 3rd June 
1956. 

The conference was organised by the Katwa Branch 
of I.M.A. in collaboration with the Kandra_ Branch 
under the same Subdivision. Many rural medical prac- 
titioners attended the conference in spite of the foul 
weather. The proceedings of the conference was spread 
over in three different sessions i.e. Socio-Medical (open 
to the public), a General Session and a Scientific 
Session. 

The Proceedings of the conference began with the 
inaugural address of Lt. General D. N. Chakraborty, 
the Director of Health Services, Government of West 
Bengal, and the session was presided over by Dr. K. 
K. Sen Gupta, the Ex-president, Bengal Provincial 
Branch. General Chakraborty placed before the public 
and the medical profession the different aspects of the 
health plan of the State and its financial implications. 
He also made it clear that the position made in the 
plan woula not meet the health needs of the people 
and it falls short in utilising the services of all the 
qualified medical men, available for the greater interest 
of the people, because of lack of financial resources. 

The organising secretary of the conference placed the 
view points of the Association regarding relations of 
the general people to the medical profession and the 
Government and criticised the attitude of the Govern- 
ment health policy and asked for active co-operation 
between the people, Government and the Medical pro- 
fession to make the health plan a success. Dr, J. 
Mazumder, Hony. Provincial Secretary, I.M.A., Bengal 
made a strong plea for co-operation and understanding 
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between the state and the people including the medical 
profession in drawing up and executing the relevant 
plan and he believed that without an active and willing 
participation of the people no national plan could be 
properly and effectively inuplemented. Dr. D. P. Mukher- 
jee, Chairman, Reception Committee, in his note of 
welcome dealt with the historical and cultural back- 
ground of Katwa and the very many problems faced 
by the people and the profession of the rural areas, 
relating to medical and health care. 

Amongst the other speakers in the Socio-Medical 
session were Sri Anadinath Mukherjee, an eminent 
social worker and some members of the medical pro- 
fession, who spoke on different topical health subjects. 


Dr. K. K. Sen Gupta in his presidential address 
referred to the cult of Vaisnavism once born at Katwa 
and also dealt with the I.M.A.’s opinions on the Socio- 
Medical aspects and problems of the country and 
expressed gratification on the newer approach made in 
this conference to have the clear understanding between 
the Government, I.M.A. and people to pull common 
resources to meet the health needs of the country. 

In the General Session Dr. N. K. Munshi the pre- 
sident of I.M.A., Bengal Provincial Branch, presided, 
Dr. R. C. Adhikary inaugurated it with a speech on 
Tuberculosis, a social menace. Several other speakers 
spoke on the condition of the doctors of the locality 
in the present time. 


In the Scientific session Dr. N. K. Munshi lectured 
on Health Services of the Government of China from 
his own experience during his visit there and the fol- 
lowing doctors spoke on the subjects mentioned against 
their names. 

(a) Dr. A. B. Mukherjee—Eclampsia and its Manage- 
ment. (b) Dr. S. Sen—Fracture and its Emergency 
Treatment. (c) Dr. S. Konar—Peripheral and General 
Circulatory Failure. (d) Dr. H. S. Chakrabarti—Oedema, 
Causes and Treatment. (e) Dr. S. K. Banerjee—Chil- 
drens Diarrhoea. (f) Dr. S. Chatterjee—Short Case note 
on Pyaemic Abscess in a child 3 months old. 


KHAMGAON BRANCH—A meeting of the branch 
was held on 5-8-56. Dr. Budhay showed one suspected 
case of ‘‘Addison’s Disease’. Some of the members 
took part in the discussion. 


KOTAH BRANCH -The annual celebration of the 
branch was held on 22-4-56 with Dr. P. L. Rishi in 
the chair. Dr. B. L. Rawat, Commissioner Kotah Divi- 
sion inaugurated the function. Dr. N. C. Chordia 
accorded welcome to all. In the scientific session, 
articles on Anti Malarial Drugs, Chronic Ulcer, Dental 
Cares, Management of Head Injury, Cirrhosis of Liver 
and Pleural Effusion were read. A clinical demonstra- 
tion of cases in the wards was held. Dr. C. V. Vasa- 
vada spoke on behalf of Red Cross Society. 


LUCKNOW BRANCH—The executive committee of 
the branch has decided to celebrate the silver jubilee 
of the branch in the Ist or 2nd week of December 1956. 
A programme has been also formulated. 

The branch has decided to award on the occasion 
of the Silver Jubilee Celebration of the branch 2 cash 
prizes of Rs. 200/- and Rs. 100/- only to two best 
articles on any subject on clinical, non-clinical or ex- 
perimental work. The competition is open to medical 
graduates only and to members of I.M.A. of U.P. State. 


MADRAS CITY BRANCH —A meeting of the Madras 
City branch was held on 30-8-56. The members con- 
doled the death of Late Dr. P. Rama Rao, radiologist, 
Madras. In moving the resolution, Dr. D. V. Venkappa 
gave a brief sketch of his life and career. 


MADRAS STATE BRANCH—A meeting of the 
Council of Madras State Branch was held on 27-5-56. 
Dr. Y. P. Vasudevan presided. Thirty-two members 
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were present. A resolution was passed condoling the 
death of Dr. (Miss) E. Ll. Rebeiro, Madras; Dr. J. A. S. 
Masilarnani, Madras; Dr. K. Venkata Rao, Madras; Dr. 
R. Hermon, Culcut; Dr. B. Gnanasundram, Sholavan- 
dan and Dr. C. J. Siva Rao, Madras and Dr. R. E. S. 
Muthaya, Madras. The Council approved of the per- 
sonnel of the sub-committee which the State Council 
decided to form regarding entrusting curative medicine 
to the Health Assistants as per II Five Year Plan. The 
statement of accounts for February-April 1956 was adopt- 
ed. The budget balance as on 1-5-56 was adopted. The 
attention of the branch secretaries was drawn to the rule 
relating to ¢.F.C, and the submission of the member- 
ship lists at the beginning of each half year. The 
Council appreciated the exhaustive note prepared by 
Dr. U. Krishna Rao regarding working conditions of 
Asst. Medical Officers in Tea Gardens and desired the 
implementation of the suggested status for them. The 
Council felt that unless legislation in deterrant terms 
similar to the laws in U.K. and U.S.A. is enacted, the 
growing menace of quackery cannot be arrested. The 
Council wanted to inform the Managing Editor, Madras 
Clinical Journal not to write any more editorials in the 
Journal according to the directive of the Central Coun- 
cil. The Council resolved to recommend to the govern- 
ment that the services of registered medical practition- 
ers with necessary post graduate qualifications in surgery 
or surgical experience of 5 years mav undertake the 
onveration of vasectomy at Rs. 10/- only in their Nursing 
Homes or Clinics. The Council also wanted to circulate 
the questionnaire on Vasectomy and gather the opinion 
of the public. The members were requested to supply 
the articles required by the Women’s Welfare Exten- 
sion Project, Salem, as per her letter. The Honv. Sec- 
retary was reqvested to fix the date of i!lth Madras 
State Medical Conference in consultation with the Re- 
cention Committee, in October 1956 or to a later date. 
The council decided to recommend a panel of 4 names 
for consideration of the collector of Madras in the for- 
mation of the Anti-spurious Drue Committee. It was 
decided to hold the next council meeting at Madura. 
The Council decided to reanest the government to work 
F.S.1.S. under the panel system in Madura and to accept 
the offer and co-operation of the I.M.A. 


MADURA BRANCH -A meetine of the branch was 
held under the presidentshin of Dr. ©. A. Naidu at 
Cumbakarai, a very attractive place. Dr, V. Sreeni- 
vasan spoke on Treatment of Comas. Lt. Col. C. K. 
P. Menon outlined the Surgical aspect of Comas. 


A meeting of the branch was held on 18-8-56 with 
Major G. A. Naidu in the chair. Six new members 
were introduced in the meeting. Dr. K. C. Nambiar 
spoke on “Low Back Ache’’. Dr. P. K. Doraiswamy 
spoke on Experimental Production of Congenital Defects. 


MALGONDA BRANCH—A meeting of the branch 
was held on 11-7-56. Dr. G. V. Pillav, Medical Officer, 
Suryapet presided. Dr. G. Remulu demonstrated cases 
of Apnendicular Abscess, Diabetis and Diabetis with 
carbuncle. Dr. M. G. Baig presented a case of frac- 
ture shaft of femur where P.O.P. was applied. Dr. 
Nagabhusanam spoke on Cholera. 


A meeting of the branch was held on 18-8-56 with 
Dr. A, K. Badrnddin in the chair. Dr. A. F. Qureshi, 
the Medical Officer, Navarjunsagar spoke on Protein 
Deficiency Oedema and different types of chronic ulcers. 
Dr. Nagabhysanam, Civil Surgeon, Naleonda read a 
paper on “Investigation of a case of Gastro-entritis’’. 
Dr. G. Ramulu snoke on Hoemophvsis of 19 cases ad- 
mitted in the Civil Hospital. Dr. M. B. Baig discussed 
a case of Liver Abscess. 


MANDAPETA BRANCH—A meeting of the branch 
was held on 24-7-56 Dr. B. Subba Rao presented a case 
of Pleuresy due to Tropical Eosinophilia. 
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MANDYA BRANCH—The annual general body meet- 
ing of the branch was held on 26-8-56. Dr. M. Krishna- 
moortyrao presided. Office bearers were elected with 
Dr. Mirle Puttaiya as president, Dr. B. Sethe Rao as 
hony. secretary and Dr. K. Ramachandrarao as joint 
secretary. It was decided to arrange the monthly meet- 
ings on the first Saturday of every month. Previous to 
this meeting, a lecture was arranged under the presi- 
dentship of Dr. Mirle Puttaiva. Sri Y. K. Raghunath- 
rao of the Food Technological Institute of Mysore deli- 
vered a lecture on ‘‘Recent Advances in Food Techno- 
logy and Commonsiuse’’, 


A meeting of the branch was held on 22-7-56. Dr. 
D. C. Oza presided. Dr, H. M. Shah spoke on Medical 


Problems in a colliery, 


MORVI BRANCH—A meeting of the members of the 


branch was held on 5-8-56. Dr. V. N. Mehta was in the 
chair. Dr. S. V. Baxi spoke on “Diagnosis and Treat- 
ment of Diabetic Mellitus’’. 

* * * * * 


A meeting of the branch was held on 16-9-56. Dr. 
P. D. Raval spoke on Chronic Amoebiasis. Dr. D. C. 
Oza was in the chair. 

MYSORE BRANCH—At an_ extraordinary general 
body meeting of the branch held on 19th May 1956, 
Dr. V. Subrahmanyan, Director, Central Food Techno- 
logical Research Institute, Mysore, was enrolled as 
Hony. member of the branch. 


PURNEA BRANCH—The annual general meeting of 
the branch was held on 12-9-56. Office bearers were 
elected with Dr. Miss S. Das as president, Major §, C. 
Mazumdar as hony, secretary and Dr. A. B. Sarkar as 


asst. secretary. 

RAMANATHAPURAM BRANCH —A meeting of the 
branch was held on 1-7-56. Dr. V. Kuruvilla presided. Dr. 
N. G. Pandalai of Madura Medical College spoke on 
Recent Advances in Poliomyelitis. 

SHAHJAHANPUR BRANCH—A mieeting of the 
branch was held to condole the death of Dr. S. C. Sen, 
the president of the branch. 


SHILLONG BRANCH —A meeting of the branch was 
held on 25 August 1956. Seventeen members were pre- 
sent. A case of Malignant Testes with Metastasis was 
presented by Dr. C. N. Hazarika. Revision of pen- 
sion rules for government doctors was discussed. 


SULTANPUR BRANCH—A meeting was held on 
29-7-56 to condole the death of Dr. N. De, a founder 
member of the branch. 


TIRUCHY BRANCH -A meeting of the branch was 
held on 14-8-56 with Dr. V. Enok in the chair. At the 
outset the members condoled the death of Dr. P. Rama 
Rau. Dr. P, K. Duraiswami of the All India Institute 
of Medical Sciences gave a talk on Experimental Pro- 
duction of Congenital Defects. 


* 


A meeting of the branch was held on 18-8-56 with 
Dr. V. Enok in the chair. Dr, R. Subramanyam of Madras 
Medical College spoke on Diagnosis and Management 
of the Common Congenital Cardiac Disease. 


TONK BRANCH —A meeting of the branch was held 
on 6-7-56. Dr. K. N. Punjal and Dr. J. C. Bhagi were 
elected president and hony. secretary respectively. 


7 * * * * 


A meeting of ‘the branch was held on 20-7-56 with 
Dr. K. N. Punjal in the chair. Seven members attend- 


ed the meeting. Dr. Punjal spoke on “ACTH and 


Cortisone’’. 


A meeting of the branch was held on 10-8-56 with 
Dr. K. N. Punjal in the chair. Eight members attended 
the meeting. Dr. I. S. Mathur spoke on ‘‘Constipa- 
tion in infants’. Dr. G. D. Narang gave a short review 
of the causes and treatment of Haemoptysis, 


UKHRA BRANCH —The Ist meeting of the branch 
was held on 12-6-56. Dr. A. B. Sarkar presided. Twelve 
members were present. The meeting discussed the 
problem arising out of the fact that no benefit has 
been derived by colliery doctors who have been placed 
neither in category of officer nor workers. The meet- 
ing was of opinion that the above matter should be 
taken up at higher level. 

* * * * 


An extraordinary meeting of the branch was held on 
12-8-56. Dr. A. Sarkar presided. ‘Thirteen members 
were present. The meeting emphatically protected against 
the proposed I.M.C. Bill 1956 and urged upon the govern- 
ment to reconsider the bill in the light of the recom- 
mendations of the Indian Medical Association. The 
branch donated Rs. 20/- towards expenses of the depu- 
tation to New Delhi in this connection. 


UTTAR PRADESH STATE BRANCH—A meeting of 
the working comittee of the State Branch was held 
on 1-7-56. Seven members were present. Dr. Durga 
Prasad presided. Condolence resolutions were passed 
on the death of Dr. S. N. Mukherji (Banaras) and Dr. 
S. C. Sen (Shahjahanpur). Dr, M. M. S. Siddhu ap- 
prised the members of the correspondence done by the 
subcommittee with the Government on Excise Notifica- 
tion. Dr. Siddhu also gave an account of the deputation 
which met the Finance Minister on Sales Tax. It was 
decided to hold the conference on 27 ana 28 October 
1956, at Dehra Dun and a programme was outlined. 
It was decided to approach the government to take in a 
representative in the Life Imsurance Corporation at 
Kanpur at Central and Zonal level. Reg ring the sug- 
gestion of Central Office to observe healih Week, it 
was decided to find out when U. P. Government cele- 
brates the health week and to join with them in cele- 
brations. 


WEST KHANDESH BRANCH—A special meeting of 
the branch was held on 4-12-55 with Dr. L. M. Paithan- 
kur in the chair to discuss details of the 32nd All India 
Medical Conference to be held at Jaipur. 


A meeting of the branch was held on 26-2-56 with 
Dr. P. R, Ghogre in the chair. Business as per agenda 
was transacted. 

* * * 


A meeting of the branch was he ‘ 3-6-56 with 
Dr. L. M. Paithankar in the chair. ‘luc members gave 
a hearty send off to Dr. D. S. Shah who was proceed- 
ing to America for the residency post in general surgery. 


* * * * * 


A special meeting was held on 27-6-56. Interesting 
films were shown. 
* * * 


A meeting of the branch was held on 1-8-56. Meim- 
bers paid homage to the sacred memory of Lokamanya 
Bal Gangadhar Tilak, 

* * * 


A special meeting was held on 26-8-56. Members pro- 
mised their services for preventive measures within the 
municipalities of Dhulia in connection with Cholera 
epidemic. 
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PLEASANT AND 
INVIGORATING 


TONIC 
WINE 


THE TONIC IS COMPOUNDED BY SKILLED 
CHEMISTS UNDER HYGIENIC CONDITIONS. 


Contains in easily absorbable 

form all the nutritive properties 

of the grape with added Glycero- 

phosphates, soluble iron, Glucose 
and fresh fruit juice. 


It pays to use ‘PYREX’ 
Glass Tubing for all 
your fabricating work 


Glassworkers who fabricate their own apparatus will 
fin: ‘Pyrex’ tubing the safest and strongest glass to 
use. The range of sizes runs from 2 mm to 100 mm 


Promotes digestion, tones up the 
system. 


4 teaspoonsfull twice 
daily, or as directed 


Made only of the finest raisin 

wine together with natural pro- 

ducts of fresh fruits and added 
glucose. 


with three wall thicknesses . . . the widest range 
offered by any manufacturer. 


Apparatus fabricated from ‘Pyrex’ tubing will give 
longer and more satisfactory service because of its 
resistance to sudden extremes of temperature, and 
to the attacks of acid (except, of course, hydrofluoric 
and glacial phosphoric). 


Each fluid ounce contains :— 
Sodium Glycerophosphate — 0.265 gms. 
Calcium Glycerophosphace — 0.132 gms. 
Ferri-ec-Ammon Citrate — O.015 gms. 
Glucose — 3.54 gms. 
Fermented Grape Alcohol — 11% by Volume 


Finally, because ‘Pyrex’ tubing is made from the 
same glass as ‘Pyrex’ Beakers and Flasks, and this 
has the same coefficient of expansion, it can safely be 
used for repairs to all forms of ‘Pyrex’ apparatus. 


@ ‘Pyrex’ Tubing and apparatus are used 
in every type of laboratory, from the school 
to the research institute. No problems 
when repairs to expensive apparatus 

Managing Agents required. Please write for special tubing 


HAYWARD WALDIE & CO. \ leaflets. 


P 
Exclusive Distributors in PYREX Y R X 
Bengal, Assam, Bihar, Orissa, P RECO. TRAOE MARK SRAND 


U.P. and Delhi <> THE BRITISH 


DEY'S MEDICAL STORES PRIVATE LTO Ye LABORATORY GLASSWARE 
6/2B, Lindsay Sereet, Calcucta— 16. 


fermented 
THE BENGAL DISTILLERIES CO. 
PRIVATE LTO. 
Bhadrakoli 


2 JAMES A JOBLING & CO LTD 
raves Wear Glass Works Sunderiand England 


IHE ONLY MAKERS OF ‘PYREX' BRAND GLASS IN THE UNITED KINGDOM 
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INTRODUCING A SURE REMEDY 
For both Bacillary & Amoebic Dysenteries 


Vol. 26, No. 8 


Todo chloro oxy Quinoline — 15 gr. 


Sulphaguanidine 4°5 gr. 
Papain gr. 
Diastase 0°65 gr. 
Ext. Bael (Solid) 


ADCCO LTD. 


CHLOROHYOROXY METHYL BENZENS 


GLUCONATE LIMITED 


11S, PRINSEP STREETPCALCUTTA 13 


5% Glucose in Normal 
Saline (Pyrogen-free) 


For intravenous, intra- 
muscular hypodermic or 
rectal administration. 


Indicated In : 
Haemorrhage, Shock, loss of 
Fluid, Toxaemia and other 
emergency conditions. 


AVAILABLE IN 540 C. C. TRANSFUSION 
BOTTLES COMPLETE WITH ATTACHMENT ie 


Pasteur Laboratories Private Ltd. 
2, CORNWALLIS STREET, CALCUTTA-6 


PHONE: 34-2674 TELEGRAM : “ PASLAB" 
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A haemostyptic 


in muco-cutaneous haemorrhages, 
bleeding from the nose and gums, 


post-operative and gynaecological 
haemorrhages: 


Styptobion 


containing the vitamins C, K, and P (rutin) 
for oral and parenteral use 


Packings: 

Tubes of 10 tablets ‘ 
Bottles of 50 tablets 
Boxes of 3 and 10 ampoules of 2 c.c. _ 


Sole Agents in India: 


Capco Private Limited, 
E. Merck Department 


P.O. Box 1652 
DARMSTADT GERMANY Fort, Bombay 1 
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DEGENERATION 
and) CIRRHOSIS 
Oo LIVER 


Composition:- 
One ounce of MECHOSITOL contains:- 


di-Methionine ... ... 666 mg. 
Choline Hydrochloride... 760 mg. 


Inositol ose --- 500 mg. 
Vitamin Biz... ove 10 meg. 
Vitamin E ion som 2 mg. 


Whole Liver Extract from 
24 G. of fresh liver 
Preservatives etc. ... 


Bottle 


bi containing 8 oz. 


BOM BA Y = 8. 


SENT ON REQUEST. 


“Cipla Sales Depot” 
P-33, Ganesh Chandra Avenue, Calcutta-12 
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Combating Malnutrition 


Malnutrition Is still a major cause of ili health in many parts of the world, 
All age-groups suffer if the diet is inadequate, but the effects of a low 
level of nutrition appear most rapidly in young children and expectant 
mothers. Thus, the incidence of nutritional macrocytic anaemia Is 
particularly high in pregnancy and accounts for many maternal deaths. 
Marmite has proved of specific value in the treatment of this type of 
anaemia and Its routine administration in the antenatal period is therefore 
widely recommended. 


Marmite is a yeast extract which provides almost every known component 
of the vitamin B group and possibly also unknown factors of significance. 
Within the limits of the amount consumed, it is a useful source of 
predigested protein. Its appetising flavour ensures easy administration. 
Marmite is a purely vegetable product and can therefore be incorporated 
in vegetarian diets. 


— MARMITE 


yeast extract 


Manufactured in England Distributing Agents : 


contains 
Riboflavin vitamin By) per ox |. L. Morison, Son & jones (India) Led., 
ussi2 MARMITE LIMITED Niacin (nicotinic 16.5 mg. per oz. P.O. Box 1746, Bombay 1. 


been introduced. 


Clinical sample and literature on request. 
THE ANGLO-FRENCH DRUG COMPANY ( ESTN.), LTD. 
24-26 TARDEO ROAD, BOMBAY, 7. 


COMPANY 


} WIGTON HOUSE. 206-212 S' JOHN STREET. CLERKENWELL, LONDON, ECA 


Fes Le 


FELSOL for the relief it gives in asthma. 


IMMEDIATE CONTROL OF ASTHMA 


Doctors everywhere have for years been prescribing 


Pharmacists 


can stock FELSOL with complete confidence since it 
is used and recommended by members of the medical 
profession in hospitals, private practice and Government 


departments in all parts of the world to which it has 
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IASSEAL AND 


WITH FOLIC ACIO AND 
VITAMIN 


‘PLASTULES’ 


Anam 


WYETH & TO. 
Mace, 
ENGLAND. 


£ *Plastules’ with Vitamin B,, represent a practical, common sense approach to the 
prophylaxis and treatment of rh nutritional anaemias. They elicit an accelerated haematinic 
response of greater magnitude as they contain al] factors essential for good haemopoiesis. 

Vitamin B,, e Liver Extract 


(in a rapidly dissolving gelatin capsule) 
Effective in small doses and well tolerated, the use of ‘Plastules’ with Vitamin B,, 
combines maximum efficiency with economy. 
include ‘Plastules’ with Folic Acid, with Lives 


Extract and ‘Plastules'’ 
Packing : 
“‘PLASTULES 
BRANO REGD. 12 Capsules. 


HAEMATINIC COMPOUND 
JOHN WYETH & BROTHER LIMITED 


(Incorporated with limited liability in England ) 
India Branch: Magnet House, Dougall Road, Bombay 1. 
Distributors ; GEOFFREY MANNERS & CO. PRIVATE LTD. Bombay . Calcutta. Madras. New Delhi 


hak 
OO 
0 
Wyeth 
e rox “re Cas 
e Ferrous Iron 


October 16, 1956 J. L M. A. Advertiser 


REFRESHER COURSE 


FOR PRACTITIONERS 
VOLUME 2 | 


D. Demy 24 mo. Pp. xvi + 286+ 16 Price Rs. 6 | 
Published by the Journal of the Indian Medical Association 
| * * 


Designed as its predecessor to be of help to the general practitioner in refreshing his | 
memory of accepted views as well as in bringing to his notice the latest advances in 
medical knowledge. All contributions in the volume are by acknowledged specialists. 


Available only from booksellers or direct from the 


STOCKISTS 


U. N. DHUR & SONS, LTD. 
15, BANKIM CHATTERJEE STREET, CALCUTTA 12 


A member of the I. M. A. by furnishing his address and the name of the Branch 
he belongs to or a subscriber to the Journal of the I. M. A. by quoting his 
subscriber number may have his copy at a concession rate of Rs. 5/- only. 


YOUR HEALTH 


An Illustrated Magazine Devoted to Health Education (for the public in general) 
PUBLISHED MONTHLY BY THE INDIAN MEDICAL ASSOCIATION 
®% Deals with rules of healthy living, prevention of diseases, diet and nutrition, 
maternal welfare, child care and topics of health in general. 
%& Presented in simple English to assist the common man in India towards 
“ positive health.” 


® Printed on art paper and profusely illustrated. 


YOUR HEALTH is an excellent advertising medium with all-India coverage 
Post-free subscription rates (from any month) :— 
INLAND : Rs. 8/- (1 yr.) Rs. 12/- (2 yrs.) 
FOREIGN : Rs. 10/- (1 yr.) Rs. 16/- (2 yrs.) 
Single Copy 12 annas 


Advertisement rates and other information from 


HONY. SECRETARY, YOUR HEALTH 


23, Samavaya Mansions, Corporation Place, CaLcuTta 13, INDI 


Printed by Sat Tarant Kanta Basu at Sri Gouranca Press Private Lrv., 5, Chintamani Das Lane, Calcutta g and published 
by him on behalf of the InpIAN Mep:cat Association from 23, Samavaya Mansions, Corporation Place, Calcutta 14 
Editor—-Dr. P. K. Guna, M.B., M.R.C.S. (ENG.), D.O.M.S. (LOND.) 
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Fundamental 
forms 


in corticosteroid therapy 


systemic 


en * 
DB el ta Cor tr, / | / | TABLETS s scored 5 mg. oral tablets. 
\ brand of prednisolone 
Potent analog of hydrocortisone; 
antirheumatic, antiallergic, antiphlogistic; 
effective even where other steroids fail; 


virtually devoid of major hormonal action. 


Cortril 


brand of hydrocortisone 


TOPICAL OINTMENT 1.0% & 2.5% 
OPHTHALMIC OINTMENT 0.5% & 2.5% 
unsurpassed anti-inflammatory, anti-allergic therapy 

for dermatitis or superficial eye disorders. 

ACETATE AQUEOUS SUSPENSION 25 mg. per cc. 


Local anti-rheumatic therapy of choice in arthritic joints 


— without systemic effects. 


Terra-Cortril 


brand of oxytetracycline hydrochloride and hydrocortisone. 


: TOPICAL OINTMENT containing 3% TERRAMYCINt 
and 1% CORTRIL*® 

OPHTHALMIC SUSPENSION containing 

5 mg. TERRAMYCIN and 15 mg. CORTRIL per cc. 


Combined anti-infective, anti-inflammatory therapy for skin and eye 

disorders of infectious origin or those complicated or threatened by 

secondary microbial invasion; unites the established antibiotic range 

and the therapeutic and of TERRAMYCIN 
i i ical activit ORTRIL. 

© Trademark of Chos. Phzer & Co., inc. with the outstanding topical activity o 

Yt Trademark of Chas. Pfizer & Co., Inc. Pfizer World's Largest Producer of Antibiotics 


for its brand of oxytetracycline. VITAMIN-MINERAL FORMULATIONS HORMONES 


Exclusive Distributors in Indio 
PFIZER EASTERN CORPORATION RAVISON PHARMACEUTICALS LTD. 
NEW YORK —- PANAMA - BRUSSELS P. ©. Box No. 1636, BOMBAY 1. Grams: “RAVIPHARM”™ 


